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The Keynote of this New Book 


is Modern Diagnosis and Treatment 


Diseases of 


hildren 


By Herman B. Sheffield, M.D., Formerly Instructor in Diseases of Children, New York Post- 
Graduate Medical School and Hospital, and Medical Director of Beth David Hospital, New York; 
Consulting Physician to the Jewish Home for Convalescents and the East Side Clinic for Children, 
New York; Author of “Modern Diagnosis of Diseases of Children,” “The Backward Baby,” etc. 


‘ 


798 pages, 6x9, with 238 engravings, mostly original, including ten beautiful full- 
page color plates. Price, silk cloth binding, $9.00. 


Eight Points of Superiority in Sheffield 


1. The keynote of the book is modern diagnosis 
and treatment, With this object in view, it pre- 
sents special chapters on physical and biologic 
diagnosis and semeiology of disease, materia 
medica and prescription writing, biologic- and 
organo-therapeutics, hydrotherapy, massage and 
climatology. 


2. Special chapters are devoted to “congenital 
malformations, bone affections and mental defi- 
ciencies—subjects barely touched, upon in other 
boeks on children. 


3. In discussing the contagious and_ infectious 
diseases, special attention is also given to trop- 
ical diseases of children which are entirely omit- 
ted in other text books, 


4, Infant feeding is presented in such simple 
and clear manner that even the beginner would 
be able fully to grasp the subject and readily 
make use of it in his routine practice. 


5. The book is written in a very clear and con- 
cise style and is free from padding with useless 


quotations and ancient references. On the other - 


hand, it incorporated’ all the latest information 
on the subject, carrying references of papers 
written as late as January, 1921. 


6. The illustrations are taken from life and es- 
peciafly selected to clarify and emphasize the 
most important clinical features of disease. The 
238 engravings in black and white are mostly 
original. The ten color plates add much to the 
value of the book. 


17. Every page of the book shows the wide ex- 
perience of the author in the field of pediatrics. 
New ideas, as to the classification, etiology and 
treatment and case illustrations are presented 
and well-tried prescriptions are appended which 
will prove of undoubted value to the student 
and practitioner of medicine. 


8. The author was awarded the Alvarenga Prize 
of the College of Physicians of Philadelphia, 
and the Merritt H. Cash Prize of the Medical 
Society of the State of New York, showing 
plainly that the profession has fully appreciated 
the clinical and scientific acumen of the author. 


{= No matter what other book you may have on pediatrics, you need 


this new and uptodate work by Sheffield. 


Here you will get the latest 


4 views on diagnosis and treatment of the diseases of children. 


s@F"Order your copy Today through your Bookseller, or direct from the Publisher. 


The C.V. Mosby Co.—Publishers—St. Louis, U.S.A. 
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Original Communications 


ADENOMYOMETRITIS, NOT ADENOMYOMA OF TIE UTERUS 
By L. W. Srrone, M.D., New York, N. Y. 


TPE object of this paper is not a mere consideration of what termin- 
ology is most appropriate for a well recognized pathologie eondi- 
tion, but rather a review of evidence for the purpose of determining 
whether we are justified in regarding the overwhelming majority of 
these conditions as neoplasms, rather than metritic hyperplasias. 

It appears to be a universal custom to designate all macroscopically 
visible gland and muscle new growths as adenomyomata, whether pres- 
ent in diffuse thickening of the uterine wall or in loealized globular 
form. The term adenomyometritis when rarely used, is reserved for 
the appearances revealed by the microscope. Plainly the term adeno- 
myoma denotes a neoplasm and it is of very practical moment to know 
when, if ever, that designation is justified, since neoplasms are capable 
of unlimited growth, while hyperplasia may regress if the exciting 
cause is removed. Furthermore an entirely different biological coneep- 
tion lies between the two terms, and this applies to adenomyomata oe- 
curring in other situations, such as the umbilicus and round ligament. 

These tumors are very common in the uterus, and are seen either 
as circumseribed, myomatous growths containing glands, or as diffuse 
thickenings of the myometrium in which the mucosa is recognized in 
the form of circular depressions which are moist and soft. 

There are other related conditions which must be considered but of 
whieh the histogenesis is more obvious and which consequently are not 
likely to be referred to as adenomyomata. Of these, irregular penetra- 
tion of the uterine glands from the basalis into the myometrium is 


NoTE: The editor accepts no responsibility for the views and statements of 
authors as published in their ‘Original Communications, ’’ 
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the commonest and the most important, since it has a direct bearing 
on the causation of the so-called adenomyomata. This is seen to a 
greater or less degree in all uteri, and is extensive in proportion to the 
amount of inflammatory hyperplastic, or sometimes atrophic, change 
that is present in the endometrium or myometrium. If the glands of 
any ‘‘adenomyoma’’ have a direct connection with the uterine mucosa, 
as in fact they often do, as seen in serial sections, then their origin 
from the mucosa is always at least possible. 

Secondly, there are the frank myomata in which occur uterine glands. 
These, according to MeCarty, amount to 6.4 per cent of all myomata, 
and the glandular structures owe their origin either to inelusion of 
mucosa from growth of the myoma or to penetration of submucous or 
even subserous myomata by glands growing in the manner we have just 
described. The epithelial content of true myomata may thus be see- 
ondary in character, but it must proliferate in itself, or else the tumor 
is not an adenomyoma any more than a myoma is a fibromyoma. In 
any cases it is impossible to prove that both parts do so proliferate. 

Kinally these structures may assume polypoid forms, either as myo- 
mata containing glands or as tube corner adenomyomata. These lat- 
ter are very seldom true tumors and very often they regenerate, just 
as does adenomyositis in senile uteri. 

The question directly concerns only the discrete globular forms and 
the diffuse thickenings of the uterine wall, for these are the ones which 
are universally termed adenomyomata. Of these two the diffuse form 
is by far the commoner, and this diffuseness of growth is so characteris- 
tic that there can be no question of enucleation, even in the forms which 
are more or less sharply localized in one area only. This in itself speaks 
against a neoplasm. These diffuse tumors may grow to a considerable 
size and may be found in the cervix as well as the corpus. 

It was von Recklinghausen who first ascribed to them a mesonephrie 
origin, and although this theory has been abandoned by most writers, 
nevertheless, the implication that they are neoplasms still remains. 
There appear to be two main reasons for this persistence, which are 
first the impossibility of establishing any absolute criterion between 
hyperplasia and neoplasia, and second the lack of any definite evi- 
dence of any other (inflammatory) etiology. 

There are then two lines of evidence to examine, first the proofs 
of the neoplastic origin and second the possibilities of other origin. 
Practically we have already shown that there are several ways in which 
these appearances may occur where there is no question of a mixed tu- 
mor. These are the myomata with included or penetrated glands, and the 
extremely common penetration of glands under inflammatory stimuli 
with an associated hyperplasia of muscle tissue. In view of these proc- 
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esses the burden of proof would seem to be heavily against any assump- 
tion of neoplasia. 

As to the neoplastic hypothesis, the mere size of some of these tumors, 
together with their known power of invasive growth outside of the tis- 
sue or organ from which they originated, are suggestive and apparently 
the reasons for the assumption. 

There is no criterion in histology which will differentiate hyperplasia 
from neoplasia in its inception. Both represent reactions of the tissue to 
underlying stimuli, and the reaction is the same in both eases as far 
as histology is concerned. The criterion which is taken as definitive of 
neoplasia is destructive growth, but even that is to a certain degree un- 
reliable, for granulation tissue of inflammation may be in excess of 
the needs of repair, and may be to an extent destructive of normal 
tissue. In the penetration of glandular tissue seen in the healing of 
fistulas there is a condition analogous to the infiltrative growth of so- 
ealled adenomyomata. 

We must now consider the various theories of the neoplastie origin 
of these growths. 

I. Miillerian. It is assumed by some that the epithelial structures 
of these tumors are embryonal rests of misplaced miillerian duets. That 
such misplacements do occur has been shown by Meyer, but that these 
have any special tendency to neoplastic or other growth, is an assump- 
tion without facts to justify. Nor would this origin of the epithelium, 
even if correct, justify the belief that the tumor resulting from it was 
necessarily neoplastie, because the same causes which led to inflamma- 
tory hyperplasia of normally loeated glands would cause hyperplasia 
of ectopie epithelium nonneoplastic. Finally the assumption is entirely 
inferential and cannot be demonstrated to be true in any ease. So 
even if the epithelial parts of these tumors are (inferentially) derived 
from heterotopie epithelium, the tumors themselves may be inflammatory 
hyperplastic. 

The most significant objection to a miillerian origin is that it does 
not account for the muscular part of the tumor. It would have to be 
shown that portions of the mesenchyme were misplaced, together with 
the epithelium, and there are no data to support this assumption. 

Il. Adenomyomata from wolffian rests. There have been a few cysts of 
the uterus which may he referred to such an origin. <As to the so- 
called adenomyomata, the assumption of a wolffian origin can be only in- 
ferential from the situation, since the'r structure does not differ from that 
of structures known to be of inflammatory origin (adenomyometritis). 

If a tumor can be shown to grow not only in its glandular, but also 
in its myomatous part, solely from dislocated mesonephral rests such 
an origin would be not impossible. Up to this time R. Meyer has found 


just one positive case, which is entirely different in structure from the 
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pictures of ordinary adenomyomata, in that it consists of coiled canals 
and glomeruli. 

Since the epithelium of the internal genitalia and the surface epithe- 
lium of the ovary in proliferation produce pictures identical with epo- 
ophoron tubules and to the uterine mucosa, it is plain that morphology 
is no eriterion for origin. 

It is a common finding in adenomyosalpingitis (salpingitis isthmica 
nodosa) to have appearances of glands and cysts, but generally without 
a cytogen stroma. The lack of stroma is to be expected in the tube, 
which normally has littl. The fact that all these structures resemble 
each other is due to the restraining, compressing influence of the muscu- 
lature upon the epithelium. It is well recognized that in the endome- 
trium the form and arrangement of the glands is due to the relative 
growth of the stroma. If the stroma is slow growing, the glands will 
be serrated. If the stroma is dense the glands are simple in form. So 
all these so-called adenomyomata resemble each other and resemble uter- 
ine mucosa only because that form is as simple and undifferentiated as 
possible. It will be found that the form of the glands depends upon the 
tissue spaces into which the glands grow, and which they dilate, and 
varies with the presence or absence of cytogen stroma. If the stroma 
is abundant the glands are wider. No conclusions can be drawn either 
from the presence or absence of this eytogen stroma, because that 
is formed from the connective tissue lying between the muscle bundles, 
and may be formed even without the presence of glands (Meyer). 

In discussing the histogenesis of the connective tissue and myom- 
atous parts of so-called adenomyomata, we may say that the major- 
ity are similar to simple metritis and myomata in that they are 
metritic-hyperplastic products. The usually spindle-celled connee- 
tive tissue, which frequently accompanies a part of the epithelium, serves 
as a stroma. It is not essential that it should arise from a preformed 
stroma, but a good part arises from the intermuseular, especially peri- 
vascular, connective tissue. That is seen to be the case in many of these 
uterine growths, where the very small, regular gland lumina have no 
stroma at all; but when the glands have proliferated to some degree, 
stroma is formed around them. The dislocation of embryonal museu- 
lature is not demonstrated. The assumption that dislocated epithelium 
irritates uterine musculature as a foreign body is untenable. 

The presence of a eytogen stroma in such tumors as umbilieal or in- 
vuinal, would argue against rather than for a miillerian origin, because 
the stroma of the uterus is mesenchymal and grows in around the miil- 
lerian ducts; secondarily, when a connection with the umbilicus or in- 
guinal canal would be impossible. 

After numerous researches on metritie or adenomatous uteri, as well 
as on inflamed tubes, R. Meyer (Veit’s Handbuch) states that inflam- 
mation makes the beginning in all cases. The opening of the interstices 
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in the muscle and the penetration of the glands is a form of fistulous 
healing. The ingrowth of epithelium of the skin in granulation tissue 
as described by Friedlander is absolutely similar. A hyperplasia of 
muscular tissue may accompany this. This origin also holds for those 
tumors which develop from the peritoneum and it would also hold for 
dislocated miillerian rests if such could be proved. 

In conclusion we would allude to adenomyomata of the umbilicus 
and round ligament as well as other extrauterine sites. It may be stated 
that there are no embryologic data which would justify an assumption 
that they were derived from miillerian ducts. This assumption has been 
made first, from histologic¢ similarity, second, from their occurrence only 
in women, and third, from the fact that they may swell or bleed at the 
menstrual period. The histologic appearance has already been shown 
to be no eriterion. The swelling and bleeding is not conclusive, since 
vicarious menstruation may occur in any mucosa, and hemorrhage in 
these cystic glands is to be expected. 

As to the occurrence in the female alone, it must be remarked that the 
reported number of these cases is very small (eleven or twelve for um- 
bilicus). A miillerian origin would not exclude possible occurrence in 
the male, since at the very early date (before second month) when the 
structures which are going to form the umbilicus (allantois, omphalomes- 
enteric duct) are in close enough relation to the miillerian ducts to allow 
of a possible inclusion, they, the miillerian ducts, are still present in the 
male, 

That such tumors of the umbilicus might be derived from rests of 
the urachus of omphalomesenteric duct is undeniable. To refer adeno- 
myomata of the umbilicus to misplaced uterine tissue, leaves out of ac- 
count the muscular part of the tumor. This cannot be uterine muscula- 
ture for that grows in from a mesenchymal anlage at a relatively late 
stage and only in the lower part of the urogenital cord, where a rela- 
tionship to the umbilicus is out of the question. This shows also that 
the eytogenic stroma sometimes present in the umbilical tumors, ean- 
not be uterine in origin. 

Similarly tumors at the distal end of the round ligament have been 
referred to misplaced uterine mucosa and to misplaced mesenteric epithe- 
lium. Embryologically, the round ligament represents the inguinal fold 
of the mesenchyme which runs from the urogenital fold to the erista 
inguinalis. Only the inner end comes into relationship with the miil- 
lerian ducts or the wolffian duet and it is only at the tube corner that 
an adenomyoma of the round ligament could have such an origin. This 
question has often been discussed without a satisfactory explanation. 
It is merely intended here to indicate that a wolffian origin is not in- 
dicated embryologieally. 


WOMAN’S HOSPITAL. 


HYPEREMESIS GRAVIDARUM* 
By Epwarp Sprmpet, M.D., Ky. 


VERY case of vomiting of pregnancy should be considered with the 

utmost seriousness. Women are so accustomed to associate nausea 
and vomiting with a first pregnancy, that the occurrence is made a mat- 
ter of jest by the associates and friends of the afflicted, and in conse- 
sequence, only when the condition becomes almost unbearable does a 
woman present herself for treatment. That the pregnancy itself is the 
main disturbing factor in the case is evident from the fact that the con- 
dition dates from the onset of pregnancy, continues for a definite period 
during that pregnaney and in extreme cases is checked suddenly with 
the interruption of the pregnancy. That other conditions may be asso- 
ciated with it and in consequence aggravate the condition, primarily 
due to the pregnancy, must also be accepted. Every pregnant woman 
is more or less neurotic, which applies especially to the woman pregnant 
for the first time. Neurotic symptoms are given in all of the text books 
as evidences of pregnaney. In a first experience it is natural that the 
primipara with the fanciful tales that have been told her by her friends, 
should look upon this new experience with a mixture of fear, dread, 
and pleasurable anticipation. Iler mind is centered upon the organs in- 
volved and the sexual clement is supplied. She craves more and more 
the affections of her husband and reflexes between the sexual organs 
and the digestive system are easily established. Consequently it is wise 
to consider all cases of hyperemesis as at least toxie and neurotic. A 
reflex factor in the shape of a displaced uterus or eroded cervix can 
quickly be eliminated in the early treatment of the case by proper meas- 
ures of correction. In the means of determining the degree or the se- 
ricusness of the toxemia existing in a given case, we are apparently 
still as much at sea as ever. The contention by Williams, that the am- 
monia-nitrogen coefficient will serve as an indicator of the kind and 
degree of hyperemesis does not seem to hold good in ell instances. The 
test Is one that is not readily made and as an acidosis is found in most 
pregnant women, and as inanition itself causes an acidosis, it is difficult 
to decide whether the urinary condition is due to the toxemia or to the 
lack of food. 

The test may be supposed to be more reliable if Williams’ suggestion 
is followed by the use cf copious rectal enemata of sodium bicarbonate 
solution. If acidosis persists in spite of such treatment, then it may be 
claimed to be due to the toxemia. The gravity of the condition may then 

*Thes's submitted for ateussion to the American Association ot Obstetricians, Gynecologists 
and Abdominal Surgeons, 1920 
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perhaps be determined by the rise or fall of the ammonia-nitrogen coeffi- 
cient, if a laboratory for the accurate performance of the test is accessi- 
ble. 

Whether or not Hirst’s claim that the nausea and vomiting is due to 
nonabsorption of corpus luteum during pregnancy is correct is still a 
mooted question, but as the newer therapy depends upon this hypothesis 
it should receive consideration. Hirst claims that women are constantly 
absorbing corpus luteum, as one is developed with each men- 
strual period. During pregnancy this ceases and the corpus luteum 
of the last menstrual period increases in size until about the end of the 
third month, and as it is during this period of nonabsorption of corpus 
luteum that we have the nausea and vomiting of pregnancy, he claims 
that this points clearly to a distinct relation between the two. 

It seems to the writer that the fallacy in this deduction is in the fact 
that nausea and vomiting should be associated with every pregnancy as 
nonabsorption of corpus luteum in accordance with that idea occurs in all. 

Investigations by Litzenberg seem to indicate that there is more or 
less disturbance of liver function in even ordinary pregnancies, as shown 
by the presence of urobilinogen or urobilin in the urine of such preg- 
nant women, consequently the presence of any of these substances in the 
urine will not aid us in determining the gravity of a given case of 
toxemia. 

Klevation of temperature with increase in the frequency of the pulse, 
although indicative of a serious turn in a given case, may be absent in 
some very serious cases and in consequence cannot be depended upon as 
reliable symptoms. 

When jaundice shows itself, especially icterus of the conjunctiva, such 
vrave liver destruction is already present that interruption of pregnaney 
may hardly save the patient. With the knowledge that there are no defi- 
nite tests by which the gravity of a given case can be determined, it has 
become the custom of the writer to resort at once to extreme measures 
in the treatment of all such cases. 

Absolute isolation of the patient in a well ventilated rcom and in 
charge of a competent nurse is the first essential. Banishment of the 
husband and anxious relatives is such an extremely important factor 
in the treatment of such patients, that a physician should unhesitatingly 
retire from any case in which such a request would not be rigidly ob- 
served. The writer has seen a number of cases in which the condition im- 
proved at once upon the establishment of such an order. Fresh air and 
sunshine are other accessories that, of course, aid materially in the im- 
provement of the patient to such an extent that in proper surroundings 
placing the patient in a tent out of doors may be resorted to. In addi- 
tion, then, absolute rectal feeding is depended upon, not even allowing 
water by mouth, and in following the suggestion in an article on feeding 
in hyperemesis: by Bacon, a solution on the order of the one mentioned 
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by him has been used in my cases. It consists of glucose, 50; beef pepto- 
noids, 100; caleium chloride, 0.3; sodium bicarbonate, 3; sodium chloride, 
4: and distilled water, 1000. 

A beef peptonoid is selected that contains vitamines in place of the 
50 parts alcohol as found in the original formule, as 100 parts of such 
peptonoid may be supposed to contain about 50 parts of alcohol. 

The ealeium chloride is added in order to supply that much needed 
element, some authors aseribing a great deal of the toxemia of pregnancy 
io a caleium deficieney. 

In addition to this preparation, a solution of sodium bromide, 40 gr., 
and chloral, 20 gr. to the one-half ounce of water is added to each 
1000 ¢.¢. of the above solution. 

The bromide and chloral are increased or diminished according to 
the demands of the individual, the object being to keep the patient in 
a somnolent state the greater part of the time. At times the bromide- 
chloral mixture may be omitted from the proctoclysis given during the 
day and only added to that administered at night. 

A rectal irrigation with sodium biearbonate solution should be given 
in the early morning and then after that is expelled the proctoclysis 
of the feeding solution should be begun at the rate of about 60 drops a 
minute. With the addition of the bromide and chloral the patient will 
rarely complain of inability to retain the solution, or of rectal irritation. 
The patients are generally very well satisfied during the days that they 
are entirely dependent upon this solution for water and nourishment 
and there is little difficulty in carrying them along in this manner for 
at least a week. Ever since Hirst advocated the use of extract of corpus 
luteum in this condition it has been deemed advisable to inject one or 
two ampoules of the solution intramuscularly each day. It has been 
used in a number of cases that ended in recovery and it has been used 
just as faithfully in others in which interruption of pregnaney had to 
he resorted to, consequently the writer has not been able to form a defi- 
nite opinion as to its value. Under no cireumstances would it be consid- 
ered wise to depend upon it without the extreme dietary and other re- 
strictions outlined in this paper. 

After a week of this regime it should be possible te begin the adminis- 
tration of food and water by the mouth. Gastrie lavage with sodium bi- 
carbonate solution had better precede the resumption of oral feeding and 
then contrary to the usual advice thoroughly cooked cereals, zwieback 
and toast are better foods to begin with than the generally advocated 
milk foods. Reetal feeding should be continued intermittently in con- 
junction with the tentative oral feeding, until the cessation of vomiting 
and the ability to take food naturally indieate that the condition is 
safely under control. 

If the extreme measures adyoeated are unsuccessful, then from the 
experience gained from a number of distressing fatal cases of this kind, 
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the writer would unhesitatingly interrupt the pregnancy in order to 
save the life of the mother if possible. .A number of cases of late inter- 
ference with the pathetie death of the young mother has been enough 
to impress the danger of too late interference, upon the mind of the 
writer. Interruption of the pregnancy in all instances should be done in 
two stages if necessary. The insertion of a soft rubber catheter and gauze 
into the uterus as a preliminary, and then if necessary the emptying of 
the uterus the next day under nitrous oxide anesthesia with the gloved 
finger. 

One precaution should be taken in the conduct of these eases. It 
should be generally understood by the profession that the Catholie 
church does not admit of the interruption of a pregnancy in a member of 
that faith or in a Catholie institution unless the child is viable. There is 
absolutely no exception to this rule. Consequently when conducting a 
case of this kind the patient should either be sent to an institution of 
a different denomination or if interruption of the pregnancy becomes 
necessary in such a patient who happens to be in a Catholie hospital then 
it is futile to argue with the management of that Ilospital, and the ob- 
stetrician has no recourse except to remove his patient to another hos- 
pital that is not subject to such restrictions. 
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SECONDARY OPERATIONS: AN ANALYSIS OF ONE HUNDRED 
GYNECOLOGICAL CASES* 


By Epwarp Lee Dorserr, M.D., St. Louis, Mo. 


Hi question confronting men doing abdominal surgery, and espe- 

cially gynecology, is whether or not the patient will be free from all 
her past symptoms, or whether there will be a recurrence or a continua- 
tion of her old trouble. This question, L think, applies much more to 
gynecology than any other department of surgery. The time is past 
when we can say: the patient has recovered from an operation; the im- 
portant point is whether she will be free from those symptoms for which 
she was operated. 

We are all too well familiar with those women whom we, or some other 
surgeon, have operated upon, presenting themselves with the same or a 
new set of symptoms following an operation upon some of the pelvic 
organs. When this has occurred a number of times, we begin to think 
that an error has been committed somewhere; perhaps a mistake in tech- 
nie or diagnosis; the selection of the improper operation, or the wrong 
time in the progress of the disease; or, perhaps, a too radical or a too 
conservative operation. 

A certain percentage of our gynecologic cases do not receive the proper 
preoperative treatment, nor the proper postoperative treatment after 
they leave the hospital. To this negleet are due some of the poor results 
which lead to a second operation. Of course there are a small number of 
eases in Which poor results are obtained, due to causes over which we have 
no control, and for which we ean hardly hold ourselves responsible. 

It was after reading a most excellent paper by Dr. John O. Polak 
that it occurred to me to report these cases, but I have followed a some- 
what different classification and with more minute detail. So many of 
these cases are interwoven with a complication of conditions that, in some 
instances, it is next to impossible to definitely separate them into dis- 
tinct classes. There are, however, a number of definite conditions that 
stand out very markedly in each case, and these I have endeavored to 
tabulate under their respective heads. 

In the one hundred cases here reported, twenty-two were operated 
upon, primarily, by the writer, the remainder by other operators. Eight 
women had three laparotomies, and two had four sections. In six cases 
that underwent three operations only two of them were laparotomies ; 
and of two eases only one of the operations was an abdominal section. 


*Thesis submitted for admission to the American Association of Obstetricians, Gynecologists. 
and Abdominal Surgeons, 1920. 
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In sixteen cases the first operation was not a laparotomy. The interval 
between operations varied from seven days to twelve years, but these 
figures have no bearing upon the cases, neither has the age of the pa- 
tients, although both are noted in the ease histories. 


POSTOPERATIVE ADHESIONS 


In those cases that had two or more laparotomies, sixty-seven were 
found to have adhesions. In a number of these cases it was impossible 
to tell whether or not they were the result of the previous operation, 
or due to the further advancement of a disease process. 


1. Omentum adherent to peritoneal sear... 58 
“ gman . . « « 
we 

2. Large bowel adherent to uterus . . . . 2 
Large ‘¢ peritoneal sear . « 
3. Multiple adhesions (2 T. B. peritonitis) . . . . 13 
Uterus adherent to parietal peritoneum . 2 
Appendix adherent to right adnexa . . . 2 


Glancing at these figures we are at once impressed with the fact that 
the greater number of these cases had adhesions between the greater 
omentum and the old sear in the parietal peritoneum. In the majority 
of cases the omentum was adherent directly to the scar; in a few, along 
either side. There is no doubt in my mind that the cause of this was 
due to two distinct conditions; i. e., poor technie and trauma. As Ilertz- 
ler has stated in his magnificent work on the peritoneum, the rather old- 
fashioned way of using through-and-through sutures causes an irritation 
and trauma to the peritoneum which results in adhesions, due to retrae- 
tion and turning-in of the peritoneal edges. In a number of eases op- 
erated upon a number of years ago, when this method was in vogue, 
there had been very extensive adhesions to the peritoneal scar. The 
present day method of using an over-and-over stitch to close the perito- 
neum is responsible for the formation of adhesions between the omentum 
and the sear; also the habit that some have of using tooth forceps to 
grasp the edges of.the peritoneum when opening and closing the abdo- 
men. Personally, I have adopted a continuous mattress suture, similar 
to the one advised by Jabez Jackson, that everts the peritoneal edges. 
T have had occasion to open the abdomen the second time in a number of 


eases in which this method was used and have noted the absence of any 
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adhesions where this procedure had been followed. The trauma caused 
by the use of the retractors and by the chemicals used in the sterilization 
of catgut, may also be responsible for this trouble. I am sure that the 
presence of iodine left on the skin when used in its sterilization, coming 
in contact with the omentum or intestines, will cause an injury to the 
endothelial layers of these organs and lead to the formation of adhesions. 
The careless use of sponges and packs may also lead to adhesions. It 
cannot be definitely stated just what caused the omental adhesions in the 
cases here presented, as in nearly every case there was some other intra- 
abdominal condition present producing symptoms. It can be readily 
seen that an adherent omentum can cause traction on the stomach and 
thereby produce a gastroptosis and a chain of gastrointestinal symptoms. 

We are always confronted with the fact that in breaking up adhesions, 
either primary or secondary, there is always a tendeney to their recur- 
rence; this is especially true of omental adhesions. It is known that 
while omental adhesions are, as a rule, not especially firm, they have 
not the power to loosen themselves as have other structures. In twenty- 
five cases it will be seen that the omentum was adherent to structures 
within the abdominal cavity. Those to the uterus were at points where 
the adnexa, on one or both sides, had been removed and were evidently 
due to some raw or denuded surface, or te the irritation caused by su- 
tures. Adhesions to the bowel (generally the cecum) were caused by 
trauma at a previous appendectomy ; and adhesions to the small intes- 
tine were due to irritation at the primary operation. 

In nine eases the small bowel was adherent to the parietal peritoneum, 
and in two cases the cecum was adherent to it. Ilere we are faced 
with the problem as to whether or not it is best to cover the intestine 
by the omentum before closing the abdomen, or to leave it high in the 
cavity. Personally I prefer omental to intestinal adhesions to the peri- 
toneal sear. In one ease in which a right inguinal hernia had been 
done, the patient complained of persistent pain at the site of operation 
and at MeBurney’s point. Upon opening the abdomen a chronie ap- 
pendix was found, and the omentum was adherent to the inguinal canal. 

In one case where multiple postoperative intestinal adhesions were 
found, a previous Gilliam operation had been done, and a very early 
tubal infection had been overlooked. An enterostomy was necessary 
to relieve the obstruction ; and later, when this was repaired, it was found 
that the intestinal adhesions had entirely disappeared. In the two cases 
where the uterus was found adherent to the abdominal wall, one had 
had a ventrosuspension, and the other a Gilliam operation in which the 
round ligaments had been drawn too tightly. 

In a number of cases of pelvic inflammatory disease I am sure that 
it the primary operation had been postponed until the more acute condi- 
tion had subsided and the pelvie cellulitis had disappeared, it would, in 
all probability, not have been necessary to perform a second operation. 
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In the enumeration of these cases a combination of adhesions occurred 
in the majority of cases varying from simple peritoneal agglutinations 
to true adhesions made up of connective tissue with their own blood sup- 
ply. 

THE UTERUS 

1. Chronic Metritis:—Under this subheading will be taken up those 
cases in Which a chronie metritie uterus was left at the primary opera- 
tion, and because of the symptoms produced by menorrhagia and met- 
rorrhagia, it Was necessary to remove it at a second operation. In some 
of these cases the symptoms produced by the metritie uterus did not ap- 
pear until after the first operation, but in others the symptoms were 
present and the organ should have been removed at that time. 

I do not advocate a hysterectomy in every case of adnexitis by any 
means, but think that every case should be a law to itself. The age of 
the patient, her social status, and the pathology present should all be 
considered. In operations for bilateral pyosalpinx and chronic salpingo- 
oophoritis the uterus is, almost invariably, removed in our ¢linies as a 
routine measure; and yet the men who follow this routine practice in 
their clinical work, hesitate to do the same when operating upon their 
private patients; of course the pathology is frequently more evident and 
further advanced in the lower classes than in patients of higher social 
standing, 

One is often in a quandary when operating for complicated tubo-ova- 
rian inflammation, just how far he should go in the operation; not that 
there would be any great danger in removing tubes, ovaries, and uterus, 
but as to the after-effects upon his patient as regards menstruation, ovu- 
lation, and pregnaney. It is only after we have permitted a diseased 
uterus to remain and the patient develops a persistent menorrhagia or 
metrorrhagia that we regret our conservatism. 

Polak has advocated resection of the fundus uteri in order to preserve 
the menstrual function in cases of an inflammatory condition of the 
uterus. In a few eases this may be done with suecess, but in cases of 
large, soft, and boggy uteri, a hysterectomy is, in my opinion, the only 
operation that will give the satisfactory results. Some men have gone 
to the other extreme and advocated panhysterectomy, and many points 
may be brought out in its favor, as shown by M. Rochard (Bull. de 
l’Acad., Nov. 1918); but, in my experience, and in the cases here pre- 
sented, this operation was not performed. In the face of an extensive pel- 
vie inflammatory condition, where the operation is more or less tedious 
there is an added risk from hemorrhage, wounding the ureters, infection, 
and shock. To remove the cervix does away with a valuable support to the 
vaginal vault. It is claimed that the remaining cervical stump is a focus 
for infection and for this reason it should be removed. I cannot agree 
to this; though T have only seen two eases in which trouble followed the 
nonremoval of the cervix, and both of these cases were hysterectomies 
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for fibroids. They cleared up nicely after a few local applications of 
iodine to the canal. To do this rather radical procedure, in the face of 
an acute condition and where there is considerable pus, is, I think, ex- 
ceedingly poor judgment. 

There can be no advantage in leaving even an approximately normal 
uterus in a patient where it is necessary to remove both tubes and ovaries ; 
but it is much better to leave the uterus, and even a small amount of 
ovarian tissue, if possible, and allow these women to menstruate, even 
if it is seant, until it terminates in amenorrhea. Thus the menopause 
will come on gradually and without serious disturbanee. 

The terms chronic metritis, metritie uterus, and uterine fibrosis are 
entirely too broad and not quite correct. It remained for Shaw, of 
Mnegland, and Otto Schwarz, of St. Louis, to give us the exact pathology 
of the conditions of the uterus in combination with inflammatory disease 
of the adnexa. They have called attention to the fact that a true chronie 
metritis and a hypertrophied uterus are not so common as we have been 
Jed to believe and that the condition more often presented is a chronic 
subinvolution. IT have been, extremely fortunate in having had the 
benefit of Dr. Schwarz’s experience and material. If we study carefully 
some of the pathologie pictures under the microscope, we are at once 
impressed with the facet that these changes are permanent and that 
it is impossible for them to disappear; and that, when they are present 
and are producing their characteristic symptoms, the rational thing to 
do is to remove the uterus. 

In one case a metritic uterus had been fixed to the abdominal wall, 
according to Ochsner’s suggestion of a ‘‘temporary ventrosuspension’”’ 
where a salpingo-oophorectomy had been done, in order to prevent the 
uterus from becoming retroflexed and adherent. Case 21 was evidently 
one of chronic subinvolution and without a doubt a hysterectomy should 
have been performed at the primary operation. Case 25 is in the same 
class, but even with a diseased condition present she became pregnant. 
Case 34 required three laparotomies before obtaining relief. In Case 31 
an incomplete operation had been done the first time in the presence of 
an infected uterus and of the left tube and ovary. 

2. Uterine Fibromyoma.—In this class there were 12 cases in whieh 
the condition just described was present either at the first or subsequent 
operations. The condition was often accompanied by other diseases of 
the adnexa, such as cystic degeneration of the ovaries and chronic sal- 
pingitis. 

In Case 4 (a negress) a supravaginal hysterectomy had been per- 
formed, but the patient continued to complain of pelvie disturbances ; 
and when the abdomen was opened four years later, numerous pelvic ad- 
hesions were discovered, the omentum was adherent to the old peritoneal 
sear, the cecum to the right broad ligament, several coils of small bowel 
were bound to the left broad ligament, an ovarian cyst on the left side, 
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and two small myomata between the cervical stump and the bladder, 
which had been overlooked at the first operation or had developed since 
then. 

Case 17 had both breasts removed for bilateral adenofibromata; at 
the same time a bilateral ovariotomy for ovarian cysts was performed; 
the uterus was found to be normal, but within a year the patient began 
to have severe metrorrhagia, and examination revealed an interstitial 
uterine fibroid. The metrorrhagia gradually disappeared, but the uterine 
tumor continued to grow. Five years after the first operation she had 
a severe uterine hemorrhage. A hysterectomy was performed and a 
large myoma removed. 

Case 18, in which a myomectomy had been done, was operated upon 
three months later and found to be the victim of an aetive tuberculous 
peritonitis. No data could be obtained that would indicate the presence 
of this condition at the first laparotomy. Case 53 had a previous myo- 
mectomy and was later operated upon for chronic recurrent appendicitis ; 
here it was found that the omentum had become adherent to the suture 
line of the uterus. If greater care had been observed in covering over 
the uterine wound, and if the appendix had been removed at the same 
time, the patient would not have been obliged to submit to a seeond 
operation. 

Case 95 brings up the question of myomectomy versus hysterectomy. 
In this instance a myomectomy had been done without relief, and upon 
removing the uterus fourteen months later, the uterine wall was found 
to be studded with numerous small myomata. It may be of interest 
to state that the catgut used in the myomectomy was still present in the 
uterine wall. 

We see occasionally cases in which some of the older and now aban- 
doned gynecologic operations have been performed. Case 27 is one of 
them. <A retrcedisplaced uterus had been fastened to the anterior abdom- 
inal wall, according to Howard Kelly, and because of the pain and drag- 
ging of the old sear, the menorrhagia and metrorrhagia, a secondary 
laparotomy became necessary. Upon opening the abdomen the uterus 
was found tightly fastened to the parietal peritoneum and upon its fun- 
dus a fibroid, the size of an orange, had developed. The patient died, 
supposedly, of postoperative ileus. 

The too frequent curettement for uterine bleeding is well illustrated in 
a number of cases. For diagnostic purposes, no operation is better; but 
as a curative measure, the operation is seldom necessary. This is illus- 
trated in Case 29 in which two curettements had been performed without 
relieving the bleeding, and not until a myomatous uterus was removed, 
did the patient obtain relief. 

A vaginal myomectomy rarely benefits our patients, because of the 
involvement of the uterus. I have seen a number of eases in which this 
had been the method of treatment, and later a hysterectomy was neces- 
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sary to relieve the patient. In those cases where we have a peduneculated 
uterine polypus and not a submucous myoma, a hysterectomy is not in- 
dicated. The mistake is made because of the failure of a pathologic ex- 
amination, Case 57 is one in which a vaginal myomectomy had been 
done. 

Case 09 Is one in which a gross error was committed at the first op- 
eration, which caused the patient three years of mental anguish. A par- 
tial resection of the cervix had been done and, without a microscopic 
examination, the patient was told she had a earcinoma. When seen 
three years later, a blood examination revealed a three plus Wassermann, 
and a laparotomy a large myomatous uterus with a bilateral pyosalpinx. 
The patient made an uneventful recovery and is perfectly well today. 

In Case 92 an injury to a bowel resulted in feeal fistula. This is 
rather unusual in hysterectomies for fibroids; injuries to the bladder and 
ureters are more common. In Case 97 lack of judgment in the selection 
of the proper operation and failure to make a correct diagnosis is self- 
evident; an anterior colporrhaphy and perineorrhaphy was done in the 
face of a retroverted uterus which was beginning to undergo a descensus ; 
the displacement being due to a fibroid on the posterior uterine wall. 
This led to a second operation, 

3. Carcinoma of the Ulterus——While hardly in the province of this 
paper to bring up the subject of cancer of the uterus, I cannot help 
mentioning one case, No. 56, a patient age 56, in whom a vaginal hys- 
terectomy was done for adenocarcinoma of the cervix. Seven vears later 
she came under my care complaining of a bloody vaginal discharge, and 
upon examination a small metastatic nodule was observed in the upper 
angle of the left side. A laparotomy was performed; the bladder was 
dissected away from the vaginal sear and a portion of the vaginal vault 
was resected together with the nodule; the vaginal wound was e¢losed. 
Vive years have passed since the second operation, and there has been 
no evidence of a recurrence. 

4. Retrodisplacements of the Uterus.—In this list are placed those 
eases in which the uterus was found retrodisplaced, either at the first or 
previous operations. The cases in which a retroverted metritie uterus 
was found, and removed, are not ineluded in this table. The character 


of the operations performed to correct the displacement was as follows: 


Anterior plication of round ligaments . . 3 
EK. Internal Alexander 

IT. 
A. Bad results from first operation (10 
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I. 

A. Gilliam Operation. As an operation of choice IT much prefer the 
Gilliam operation, and especially with its modification by Crossen. There 
has been some adverse criticism as to its causing intestinal obstruction. 
I have not seen reports of more than five such eases. In about 150 Gil- 
liam operations, which I have either assisted or operated myself, I have 
never observed this complication. .1f the distal end of the ligaments are 
drawn tightly against the parietal peritoneum, it is almost impossible 
ror an ileus to occur, In a paper read before the Missouri State Medi- 
cal Association in 1917, I reported a number of cases where excellent 
results have been obtained from this operation for sterility caused by 
retrodisplacement of the uterus. A great number of operations for retro- 
displacements are done which are unnecessary; only those cases where 
the displacements produce symptoms, should be correeted. A subinvo- 
luted retroverted uterus should not be operated upon until a pessary 
and other local treatments have been tried. 

In Case 20 one of the round ligaments was not properly fastened and 
had broken loose. If this ligament had been ‘‘fanned’’ out over the 
fascia and sewed with interrupted sutures, this accident would never 
have oceurred, 

Case 24 illustrates the failing of trying to hold up a uterus that is 
low in the pelvis by fastening the round ligament on the anterior sur- 
face. The ligaments not only stretched, but the uterus underwent a 
descensus. 

In Case 28 an incomplete operation had been done previously. A eys- 
tocele, with a uterus that has undergone a partial descensus, can only 
he corrected by either an anterior colporrhaphy and a Gilliam or a 
Watkins operation (three other cases were in this elass). 

In Case 64 the round ligaments had been drawn through the faseia 
too far and fastened, causing the uterine fundus to come in contact with 
the peritoneum. Two cases were in no way connected with a Gilliam 
operation; the fundus was abutting against the peritoneal wound and, 
therefore, became adherent. Two other eases had had previous laparot- 
omies for pelvie conditions. An examination and the patient’s history 
had failed to call attention to the existence of a retroverted uterus. Case 
9) had a myomectomy and a Gilliam at the first operation, but more 
fibroids developed and a hysterectomy had to be performed 14 months 
later. 

B. Anterior Plication of Round Ligament.—In four eases this opera- 
iion was done. In the last three the results were bad; and, personally, 
I do not advocate this operation. 

C. Webster-Baldy Operation—In case 16 this operation had been 
done, but the condition found at the operation two years later could 


in no way be connected with the first operation. The cause of these 
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dense adhesions between the bowels and parietal peritoneum could not 
be associated with the operation. The adnexa were negative. Three 
other cases may be placed in this class. They were young unmarried 
women, and the results were good as far as the correction of the dis- 
placements was concerned. 

D. Ilysterectomy for Prolapsus.—In Case 83 an ill-chosen operation 
had been performed with the result that the patient developed a com- 
plete vaginal hernia. A perineorrhaphy and laparotomy, with the fixa- 
tion of the cervieal stump in the abdominal wall, gave excellent results. 

Internal Alexander Operation.—in Case 68 this operation had 
produced a marked anteflexion of the uterus causing dystocia. A ce- 
sarean section had to be done to relieve her. Both mother and child 
lived. 

I’. Ventrofiration Operation.—Until recently there was considerable 
hesitancy about removing a uterus where inflammatory disease of the 
adnexa was present. Under ‘‘Chronic Metritis’’ are listed severe cases 
in which a large, soft, boggy uterus has been left and an attempt was 
made to hold it forward by one of the many round ligament operations. 
Ochsner, about ten years ago, advocated an operation which he ealled 
‘temporary ventrofixation its object was to hold in place temporarily 
a retroverted and fixed uterus in the presence of adnexitis to avoid its 
dropping back and again becoming adherent. | plead guilty to having 
done this operation several times, but have recognized the error of. it 
and abandoned the operation. [| now have a case under observation in 
which I did this operation six years ago, and at the same time removed 
iwo large pus tubes. The patient has continuous pelvic pain and a 
marked retraction of the lower angle of the old sear, due to the pulling 
downward of the fastened uterus. 


II. 


A. Bad Results Following First Operation for Retroversion—In Case 
2? a Gilliam was done some time after examining the case; in the in- 
terval she contracted a gonorrhea, which was not observed at the time of 
the operation. The result was an acute pelvie peritonitis. In Case 72, 
a Gilliam was done in this patient who had a narrow pelvis and, when 
she become pregnant and went into labor, it was necessary to perform a 
cesarean section; but mother and child lived. Mention has already been 
made of the dystocia caused by an internal Alexander operation resulting 
in a cesarean. There are several other cases that come under this heading 
that have been taken up under the different operations for retrodisplace- 
ments of the uterus. 

B. Incomplete Operation.—Only in Case 44 did the Gilliam operation 
fail to give relief. In this case a diseased coceyx caused the severe back- 
ache which was attributed to the retroversion, 
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IIT. 


Retroversion with and without Fixation.—There are six eases in this 
class that were found at the second laparotomy. When a chronic me- 
tritis was present a hysterectomy was done. When the uterus was not 
diseased, the displacement was corrected by a Gilliam operation. 


IV. 


Postoperative Hernia—~—Under this heading are listed 15 incisional 
hernias following laparotomies which were repaired seeondarily. 


Postoperative hernia developed in the following wounds 

3.1. Clean wound 

2. Infected wound 4 


A. 1. In one case an appendectomy, without drainage, was necessary ; 
but shortly after the operation a fecal fistula developed. Evidently the 
appendix had not been tied off, nor the stump properly inverted and 
sewed over, and abscess developed at the cecum. The hernioplasty, per- 
formed eight months later, was successful. 

Three cases were suppurative cases to begin with, and had badly in- 
fected wounds; another was a suppurative appendectomy that caused a 
secondary pelvie infection. The second operation was for a postopera- 
tive hernia at MeBurney’s point, and then a midline incision was made 
in order to deal with the pelvie condition. 

A. 2. Of the nine midline incisional hernias, three followed clean 
laparotomies, three after inflammatory postoperative wounds, and two 
followed pelvic drainage cases. Of the clean cases one, Case 65, oe- 
curred after the third laparotomy ; the second occurred in an unusually 
fat patioat. The cause in the third case was undetermined. In Case 90, 
having an inflammatory postoperative wound, the hernia did not develop 
until the patient became pregnant and was delivered. Case 92 had a 
fecal fistula following a hysterectomy. <A third developed scon after 
the infected wound had healed. 

A. 3. One case of umbilical hernia recurred after labor; another op- 
eration proved sueeessful and to date shows no evidence of weakening. 
Case 10 is of interest in that a right inguinal herniotomy had been done 
which failed to relieve the svmptoms. A laparotomy revealed a chronic 
appendicitis and the omentum adherent within the interior ring. 

Postoperative Fistulas and Sinuses.—Under this heading are seven 
cases; two postoperative discharging sinuses, and five feeal fistulae. In 
hoth of these postoperative sinus eases the tract led to an infected ad- 
nexa that had not been removed at the previous operation of the fecal 
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fistule. One case developed after a simple appendectomy (mentioned 
under hernias). Case 22 was made to relieve an intestinal obstruction 
following a Gilliam operation. It was repaired with good results. wo 
cases followed hysterectomies, one for fibroid and the other for a chronic 
metritis. One ease followed a partial hysterectomy for tuberculous in- 
fection. This ease died. 

Ina diseussion of feeal fistula following pelvic operations, it is strange 
that there are not more of these injuries considering the amount of this 
kind of surgery done by inexperienced men. Another facet to be con- 
sidered is that a great majority of the fistule will close spontaneously. 
In the removal of tightly adherent pus tubes from the left side, the 
rectum is frequently implicated to such an extent as to result in fistule ; 
but the cases T have seen have always healed of their own accord. <A 
good rule to follow in the removal of pus tubes is to free and remove the 
right adnexa first, and thus have as clear a field as possible when attack- 
ing the left side and thus avoid injury to the reetum. 


THE APPENDIX 


Under this heading are included those cases in which the appendix 
was removed either for a primary diseased condition, as a routine, or 
a secondary operation. 


(a) Appendeetomy (primary operation ) BD 


(hb) Secondary operation ................... 15 


In these two varieties of cases are those appendices that were re- 
moved either alone or in connection with some other operation. If they 
were removed previously they were diseased; or, if removed at the time 
of some other operative procedure, they were either diseased, or removed 
as a routine practice. The second class (b) are those removed at second- 
ary laparotomies. 

In 17 eases an appendectomy alone was done, and of this number five 
were suppurative. As this paper only deals with secondary operations, 
these cases were reoperated for various conditions. In one clean ease, 
(already mentioned) a feeal fistula developed. Several cases had the ap- 
pendix removed when some other pathology was the cause of the pa- 
tient’s symptoms. In eight cases of this number, an appendectomy was 
done when some right adnexal condition was responsible for the trouble. 
Ilow often we see a small ‘‘gridiron’’ incision made, the appendix re- 
moved, and no exploration of the pelvis made! The neglect may even 
extend further, i. e., not even a vaginal examination is made. 

In 22 eases the postoperative complications were found, either due to 
a previous appendectomy, or to an appendix that should have been re- 
moved at the first operation. Postoperative hernias are included. Case 
9 was a clean ease, but in consequence of the inexperience of the first 
operator, the appendix was not even found. At the second laparotomy 


DORSETT: SECONDARY OPERATIONS 9?] 


it Was easily located and removed. In 9 cases the omentum was adherent 
to the sear, and in 6 other cases the small intestines were adherent to 
the old incision. In 6 cases the cecum showed marked adhesions at the 
site of the previous incision. In one case the cecum was adherent to the 
right broad ligament. Two cases were adherent to the right adnexa; and 
in two other cases adhesions were found between the cecum and the omen- 
tum; and in one case the adhesions were between the cecum and small 
bowel. The only explanation of this condition existing at the point where 
the appendix was removed is that raw surfaces were left at the previous 
operation. In two cases the appendix was found adherent to the right 
adnexa. 

Under the subject of appendicitis in women, there are three striking 
points brought out by the above figures: (1) Postoperative hernia; (2) 
postoperative adhesions; (3) the neglect of the appendix at the first op- 
eration. The first condition can be corrected in most cases by stab 
wound drainage; the second by a more careful technic; and the third 
by an appendectomy in every woman in whom the abdomen is opened 
for some other condition. 


VAGINAL OPERATIONS 


A. Curettement.—There are several cases where a curettement was 
done in connection with other vaginal operations; but these will not be 
taken up as they are not worthy of note. There are 4 cases in which 
a curettement was done, not as a diagnostic, but as a curative measure. 
(‘ases 25 and 26 each had a curettement for a menorrhagia when the 
condition present, chronie metritis, required hysterectomy. Two cases 
had a eurettage in the presence of fibroids. Two other cases had the 
same operation when the real condition was one of ruptured tubal gesta- 
tion. Three of the cases had curettements for dysmenorrhea. 

The diagnostie points in fibroid of the uterus are often difficult to de- 
termine, and it is only by exploring the cavity of the uterus that we 
are able to establish the diagnosis; but there is hardly an exeuse for 
a curettement in the presence of a ruptured ectopic pregnancy. Per- 
sonally, T see no place for a curettage in dysmenorrhea, sterility, or an 
incomplete abortion. Mosher, of Kansas City, has brought this latter 
point foreibly before the profession. 

B. Perineorrhaphy and Trachelorrhaphy—Perineorrhaphy: Tn this 
list are 15 operations for lacerations of the perineum of which 13 were 
primary and 2 secondary. Ten of these perineorrhaphies were done in 
connection with other pelvie work; three of them required reoperation 
due to failure of the first operation. Two cases should have had an an- 
terior colporrhaphy at the time the perineorrhaphy was performed. 
Case 44 was done when the greater amount of trouble was due to an 
old fracture of the eoceyx. One ease had a retroverted uterus at the 
time the perineorrhaphy was made and should have been correeted then. 
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In Case 63 a hysterectomy for procidentia was done, and a badly lacer- 
ated perineum was left unrepaired. The result was a large vaginal 
hernia that necessitated a perineorrhaphy and a laparotomy in which the 
cervical stump was fastened in the old wall; the result was excellent. In 
Case 97 a myomatous and retroverted uterus was overlooked at the time 
the perineum was repaired, and this necessitated a second operation. 

In a number of these cases poor judgment and a careless and indefinite 
diagnosis made it necessary for the women to be subjected to a second 
operation. This mistake is often made in the reverse way,—a_ retro- 
verted uterus is corrected and a lacerated perineum with a cystocele 
is neglected. 

Trachclorrhaphy.—This list ineludes 12 operations of which 11 were 
done primarily in connection with other operations; and one was done 
at the second sitting. In these cases very little or no improvement was 
obtained by the operation and, generally, some overlooked pelvic disease 
was the cause of most of the symptoms. A lacerated cervix very seldom 
gives rise to symptoms other than a leucorrhea; but we well know that 
if left unrepaired it may result in the development of malignant disease. 

Curettements.—In this list are 12 operations; there were probably 
more, but they were not recorded. Two cases were for an incomplete 
septic abortion, three for a chronic endometritis, two for uterine hemor- 
rhage in which a ruptured ectopic was later discovered, and two for 
menorrhagia in which a fibroid was present and the uterus removed sub- 
sequently. This operation, T think, will be employed less and less, ex- 
cept for diagnostic purposes. 

Anterior Colporrhaphy.—There were five cases in which this was done ; 
three as the first, and two as the second operation. In two eases a 
perineorrhaphy alone was done. A good result was obtained in Case 44, 
but a diseased coeeyx was overlooked. In another case the operation 
gave good results, but an intraabdominal condition was neglected. In 
Case 97 this operation was improperly used; what should have been done 
was a Watkins operation. 

In those cases where T have performed anterior colporrhaphy, T have 
always done some intraabdominal operation to hold up the uterus which 
is either retroverted or has undergone descensus or both. T have never 
had a recurrence. In women past the menopause the Watkins inter- 
position operation has given excellent results in my hands. 


OPERATIONS UPON THE ADNEXA 


In this list are placed those cases in which a secondary laparotomy 
was necessary, due to conditions arising from the previous operation, or 
a new diseased condition, or an advancement of the disease originally 
present. It is not necessary to quote from the literature, except that 
excellent paper of Polak’s on the ‘‘ End Results of the Conserved Ovary,”’ 
(Trans. Am. Gynee. Soe., 1918). T think one of the greatest questions 
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confronting the gynecologist refers to the best treatment for patients 
who are the victims of diseased ovaries and tubes. The pendulum has 
swung too far in both directions, the too radical operation of the past, 
and the too conservative treatment of later days. The question that 
nearly all patients ask before we operate is ‘* Will it be necessary to 
remove my ovaries?’’ It is a great question, and we answer it by saying 
that we will only do that which is necessary to make her a well woman. 
We must learn by study and experience what the mieroscopie conditions 
of the tissues present are by their macroscopic appearance. Thus, much 
will depend upon our surgical judgment. How often do we see a case 
in which a bilateral salpingo-oophorectomy has been done and a badly 
diseased uterus left behind, or, if not diseased, to leave it retroflexed. 

Reuben Peterson (*‘ Preservation of the Ovaries, Entire or in Part, in 
Supravaginal or Panhysterectomy’’) claims that it is not necessarily true 
that younger women suffer more from a surgical menopause than older 
ones. This has been borne out in my own experience, neither does 
Bovee agree with this statement. 

In gonorrhea of the tubes, a unilateral infection is seldom or never 
present, and to remove only one tube is to leave the operation incom- 
plete. 

Surgical technie is a beautiful feature; but when, where, and how to 
use if, can only come with training and experience. It is seldom that 
we see a wedge-shaped section removed from the uterine cornu when a 
salpingectomy is done, and the round and broad ligament fastened over 
this area; and yet how necessary it is that this be done, as there are 
small glands in this location which are, as a rule, infected and, if left, 
will later give rise to trouble. Little thought is given as to which is 
the first tube to be removed in a case of bilateral pyosalpinx ; vet how 
much easier and safer it is to remove the right tube first and thus clear 
the field to avoid injury to the rectum. After one has torn the reetum 
several times, he learns to approach these structures with more respect. 

The question of eystic degeneration of the ovaries is a hackneyed sub- 
ject; vet it is one that up to this day has not been satisfactorily settled. 
In the past the ovaries were removed for dysmenorrhea, later resected ; 
in both instances good and bad results were obtained. We now know 
that all dvsmenorrhea cases are not due to cystic ovaries. The cirrhotic 
ovary is one that, in young women, gives rise to considerable trouble ; 
and vet, when this condition is bilateral, we hesitate to remove both 
organs. In salpingectomy the circulation of the ovaries is frequently 
disturbed; later this may lead to eystie degeneration and necessitate 
another operation. The cases here reported, in which the ovaries have 
heen resected, show rather poor results due either to the reformation of 
cysts, or to raw surfaces for the attachment and formation of adhesions. 
The small evsts in ovaries are nearly always multiple and, unless the 
greater portion of the ovary is resected, their removal had best not be 
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attempted. Davis and Curtis, of Chicago, (Chic. Gynec. Soe., Apr., 
1916) have shown us that a large percentage of ovaries are infected when 
the tubes are involved, in 9 out of 11 cases; this also applies to ovaries 


in the presence of fibromyoma of the uterus and chronic appendicitis. 


Removal of both ovaries at Ist operation . . D1 


Resection of ovaries at Ist operation followed 


by removal at 2nd operation . . .... . 
Resection of ovaries at Ist or 2nd operation . oo... 7 


Appendectomy, followed by second operation for 


The enumeration of the cases in which both ovaries were removed at 
the first operation does not include oophoreetomies done in connection 
with a hysterectomy for a myomatous uterus. In Cases IL and 21 a 
bilateral salpingo-oophorectomy was performed and the operation was 
incomplete at that. In the first ease a retrodisplaced uterus was not re- 
placed; and in the latter, a metritic uterus was left behind. 

Two other points of interest are: nine eases, that had primary resec- 
tion of the ovary, necessitated an oophorectomy at a second operation; 
and that in eleven cases, in which a primary appendectomy was done, a 
diseased condition of the right ovary was found at the second operation ; 
of the latter interesting point, I think, the relationship is too often over- 
looked and that the reverse is found; that is, a diseased condition of the 


right ovary and tube causing a secondary infection of the appendix. 


TUBES 
fomoval of both tubes at first operation 1% 
both tubes ** seeand 1 
‘ 


The striking point in the above figures is the facet that in 19 cases 
it was necessary to remove a remaining tube at a secondary operation. 
It certainly goes to show that there was too much conservatism at the 
first operation. As the majority of the tubes were infected by the gono- 
coceus, the well-known fact is demonstrated that unilateral gonorrhea! 
infection of the tube is very rare. IT am quite sure that a number of 
salpingitis eases, either due to a distinet gonorrheal infection, or to a 
postabortal infection, were operated upon entirely too early; and that, 
if ‘watchful waiting’? had been practiced, the results would have been 
better, and there would have been fewer postoperative complications. 


| 
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Case 50 is rather a unique one and is worthy of mention. IMistory: 
The patient was under my care for a bilateral salpingitis, receiving local 
treatments preparatory to an operation at a later date. One day she 
was taken suddenly with severe pain in her right side. When I arrived 
at her home, I found her in a state of profound shock. She was hur- 
ried to the hospital and a laparotomy was done immediately and revealed 
a ruptured right pyosalpinx with a left salpingitis intact. She made a 
nice recovery, but suffered an intestinal obstruction due to postoperative 
adhesions. Six months later a second laparotomy was performed to 
relieve her condition. 

Two cases were instances of ruptured tubal gestation. They were 
overlooked in the preliminary curettement. 


CONCLUSIONS 


1. A more careful manipulation of all abdominal struetures to mini- 
mize trauma, and thus prevent the formation of postoperative adhesions 
is essential. 

2. A more careful study of the tissue before us when the abdomen is 
open, and the avoidance of too conservative measures when the pathol- 
ogy present demands radical measures. 

3. The removal of every appendix in women when the abdomen has 
been opened. 

4. That conservative measures are rather unsatisfactory when dealing 
with ‘‘eystie ovaries.”’ 

5. Conservative operative measures used in dealing with tubal infee- 
tion should be abandoned. 

Nore: Through lack of space, only those eases cited in the text are 
listed below. 


BRIEF CASE HISTORIES 


Case 3.—Age twenty-eight. First operation: Bilateral salpingeetomy for  sal- 
pingo-oophorectomy with ventrofixation for a retroflexed and adherent uterus; ap- 
pendectomy; resection of both ovaries, Postoperative history: Persistent pelvie and 
abdominal pain, menorrhagia; dysmenorrhea; profuse leucorrhea. Second operation, 
4 months later: Findings, chronie metritic uterus and omentum tightly adherent to 
parietal peritoneum; cecum adherent to right horn of uterus; coil of small bowel 
adherent to left broad ligament; remains of both ovaries present and cystic. Hyster- 


ectomy, freeing of all adhesions, removal of all degenerated ovarian tissue, 


CASE 4.—Age thirty. Supravaginal hysterectomy for fibroid uterus; appendee- 
tomy; left oophorectomy. Postoperative history: Vain for last two years in lower 
left quadrant. Second operation, 4 years later: Omentum adherent to sear; left 
ovary adherent to omentum, several coils of small bowel, and to the bladder; cecum 
adherent to right broad ligament; 2 small myomata in uterine stump, Operation: 


Freeing of all adhesions; removal of cyst and two myomata, 
Cask 9.—Age twenty-two. Supposed appendectomy for chronie appendicitis. 
Postoperative history: No improvement. Second operation, 4 weeks later:  Ap- 


pendix removed; no adhesions or pus, 
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Case 17.—Age forty-three. Adenofibroma of both breasts. Dilateral ovarian 
simple cysts, Operation: Removal of both breasts and ovarian cysts. Postoperative 
history: Occasional menorrhagia and metrorrhagia with pelvic pain; second curette- 
ment. Third operation, 7 years later: Findings, submucous and large interstitial 
uterine myoma; no evidence of either tubes or ovaries. Operation: Supravaginal 
hysterectomy, 

Case 18.—Age forty-six, Abdominal myomectoiny for uterine myoma. Post 
operative history: Persistent abdominal pain and abdominal distention. Second 
operation, three months later: Findings, tubercular intestinal peritonitis; uterus 
and adnexa, negative; multiple interior adhesions. Operation: Exploratory lapar- 
otomy. Recovery. 


CASE 20.—-Age twenty-two. Supposed Gilliam operation and appendectomy, Post- 
operative history: No improvement since first operation; persistent backache; 
dysmenorrhea; pain in pelvis; uterus found retroverted. Second operation, three 
months later: Findings, omentum adherent to old scar; uterus retroverted and low 
in pelvis; right round ligament adherent to parietal peritioneum; left one free; coil 
of ileum adherent to peritoneum at point where right round ligament was fastened to 
abdominal wall; left ovary cystic; left tube showed old inflammatory changes and 
was adherent to left broad ligament. Operation: All adhesions freed; left salpingo- 
oophorectomy; Gilliam operation completed; old skin scar resected. 

Case 21-—Age forty. Bilateral salpingo-oophorectomy for chronic postabortal 
inflammatory condition; appendectomy. Postoperative history: menorrhagia; per- 
sistent leucorrhea, Second operation, 5 months later: Findings, chronic metritis; 
uterus retroverted and fixed. Operation: Supravaginal hysterectomy, 

CASE 22.—Age thirty-eight. Gilliam operation for retroversion. Postoperative 
history: General peritonitis and postoperative ileus. The operation was evidently 
done in the presence of an acute gonococcus salpingitis. Second operation, 3 weeks 
later: Findings, multiple intestinal adhesions with pelvie abscess; multiple intestinal 
obstruction. Operation:  Enterostomy (artificial fecal fistula); drainage. Third 
operation, 6 months later: Findings, no evidence of any intestinal adhesions. Oper- 
ation: Fecal fistula closed. Recovery. 

Case 24.—Age thirty. Anterior plication of round ligaments for retroversion and 
bilateral salpingectomy with partial resection of right ovary for cystic degeneration, 
Postoperative history: Dysmenorrhea; continuous backache. Second operation, 11 
months later: Findings, omentum adherent to old sear; uterus retroverted and low 
in pelvis; sigmoid adherent to right broad ligament where tube had been removed; 
one coil of small bowel adherent to fundus of uterus; both ovaries cystic. Operation: 
Freeing of all omental and intestinal adhesions; removal of right and partial re- 
section of left ovary; Gilliam operation, Postoperative history: Surgical meno- 
pause, relieved by corpus luteum extract, 

Cask 25.—Age twenty-four, Chronic endometritis; lacerated perineum and cervix. 
Operation: Curettement;  trachelorrhaphy and perineorrhaphy. Postoperative 
history: Pain in right side with dysmenorrhea, Second operation, 11 months later: 
Findings, retroceeal and adherent appendix; eystie left ovary; omentum adherent 
to old sear, Operation: Appendectomy; removal of. left ovary; freeing of ad- 
hesions. Postoperative history: Continued pelvie pain; menorrhagia. Third opera- 
tion, 2 years later: Findings, omentum adherent to old sear and to fundus of 
uterus; uterus enlarged and soft; chronic subinvolution, Operation: Supravaginal 
hysterectomy with removal of the tubes, 

CASE 26.—Age twenty-seven. Operation: Curettement for menorrhagia. Post- 
operative history: No improvement. Second operation: Curettement. Postoper- 
ative history: No improvement. Third operation, 4 years later: Supravaginal 
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hysterectomy for chronic metritis, chronic endometritis, 


and chronic salpingo- 
oophoritis. 


CASE 27.—Age forty-five. Ventrofixation for retroverted uterus. 


Postoperative 
history: Painful scar; menorrhagia and metrorrhagia, 


Second operation, 4 years 
later: Findings, omentum adherent to scar causing retraction of skin sear; uterus 
adherent to parietal peritoneum; fibroid on upper anterior uterine surface. Third 
operation: Supravaginal hysterectomy. Postoperative history: Died. 
operative ileus (?). 


Cause: Post- 


Case 28.—Age thirty-nine. Lacerated perineum with rectocele and cystocele. 
Operation: Perineorrhaphy. Postoperative history: Continued rectocele and cysto- 
cele. Second operation, 10 months later: Anterior colporrhaphy and Gilliam opera- 
tion. 


CASE 29.—Age forty-three. Two curettements for menorrhagia, No improvement. 
Third operation: Supravaginal hysterectomy for myomatous uterus, 


CASE 31.—Supposed salpingo-oophorectomy for pyosalpinx; drainage, Postoper- 
ative history: Two discharging sinuses in skin wound; continuous pain in right 
side; frequent and painful urination; digestive disturbances, Second operation, 6 
months later: Findings, omentum and several coils of small bowel adherent to old 
sear; bladder adherent to several coils of small bowel; appendix adherent to right 
broad ligament; uterus enlarged and soft; left salpingo-oophoritis. Operation: Free- 
ing of all adhesions; supravaginal hysterectomy for chronic metritis; removal of left 
tube, ovary, and appendix, 

CASE 34.—Age twenty-two. Right salpingo-oophorectomy for chronie gonococcus 
infection, Postoperative history: Pelvie pain; dysmenorrhea; leucorrhea. Second 
operation, 7 months later: Findings, left ovary cystie and adherent to a coil of 
small bowel. Operation: Freeing of adhesions and left oophorectomy, Postoper- 
ative history: Continued dysmenorrhea; menorrhagia, Third operation, 4 months 


later: Findings, chronic metritis; right chronic salpingitis; left broad ligament cyst. 


Operation: Supravaginal hysterectomy; right salpingectomy; removal of left broad 
ligament cyst. 


Case 44.—Age forty-two. Anterior colporrhaphy; perineorrhaphy; Gilliam oper- 
ation and myomectomy (for subserous myoma). Postoperative history: Patient 
still complained of severe pain in back as before first operation. Second operation, 
1 year later: Removal of distal end of coccyx for an old fracture of this bone. 
Postoperative history: Complete relief, 


Case 50.—Age forty-four, Spontaneous rupture of chronie pyosalpinx (right); 
left chronic salpingitis; right chronic oophoritis. First operation: Bilateral sal- 
pingectomy and right oophorectomy. Postoperative history: Acute intestinal ob- 
struction due to postoperative adhesions six months after first operation; multiple 
intestinal adhesions. Second operation: Freeing constricting band of adhesions. 
Recovery, 


Case 53.—Age thirty-four. Trachelorrhaphy; Gilliam operation; myomectomy 
(subserous myoma); left oophorectomy (left cystic ovary). Postoperative history: 
Pain in right lower quadrant and over symphysis. Second operation, 2 years later: 
Findings, chronie appendix; adhesions of omentum to fundus and to old scar. Oper- 


ation: Freeing of adhesions and appendectomy, 


Case 56.—Age fifty-six. Vaginal hysterectomy for adenocarcinoma of cervix. 
Postoperative history: Seven years later developed a metastatic nodule in upper left 
angle of vaginal sear, Second operation, 7 years later: Resection of vaginal vault. 


Five years have elapsed since second operation and no signs of recurrence, 
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CASE 57, First operation: Two myomata removed per vagina, Second operation, 


7 vears later: Large ovarian cyst removed (left side), Postoperative history: Pain 
and pressure in pelvis; bladder symptoms. Third operation: Findings, large ovarian 
eyst right side; intramural fibroid, Operation: Hysterectomy and right ovariotomy. 

Case 59.—Age thirty-one. First operation: Amputation for supposed carcinoma 
of cervix, Postoperative history: Continued uterine bleeding (patient had a 4-plus 
Wassermann), Second operation, 3? years later: Findings, interstitial uterine myoma 
and bilateral pyosalpinx, Operation: Panhysterectomy. 

Case 63.—Age eighteen, First operation:  Appendectomy. Postoperative his- 
tory: No improvement; constant pelvic pain; dysmenorrhea. Second operation, 3 
months later: Findings, chronie bilateral salpingo-oophoritis (condition said to have 
been present before first operation); omental adhesions to old sear, Operation: 
Bilateral salpingo-oophorectomy; freeing of all postoperative adhesions. 

Case 64.—Age thirty-three. First operation: Gilliam for retroversion, Post- 
operative history:  Dysmenorrhea and pelvie pain, Second operation, 6 months 
later: Findings, omentum adherent to old sear and to uterine fundus; uterine fun- 
dus adherent to anterior parietal peritoneum, Bilateral salpingo-oophoritis. Opera- 
tion: Freeing of adhesions; bilateral salpingo-oophorectomy, 

CAse 6S.—Age thirty-three. First operation: Internal Alexander operation for 
retroversion. Postoperative history: Pregnancy; dystocia due to acute anteflexed 
uterus, Patient in labor 40 hours, Operation: Abdominal cesarean section (living 
child). Recovery. 

CAseE 72.—Age twenty-seven, <Atresia of cervix; retroverted uterus; sterility. 
First operation: Dilatation of cervix; Gilliam operation; appendectomy.  Postoper- 
ative history: Pecame pregnant four months after operation; in labor 32. hours; 
dystocia due to large fetus and small pelvis. Operation, 14 months later: cesarean 
section. Live ehild, 

Case 90.—Age twenty-nine, First operation: Right salpingo-oophorectomy, Post- 
operative history: Suppuration of abdominal wound; incisional hernia developed 
after pregnaney and delivery two years after first operation. Second operation, 3 
years after first operation: Findings, postoperative ventral hernia; omentum ad- 
herent to hernial sae. Operation: Ventral herniotomy. 

92.—Age forty-two. First operation: Supravaginal hysterectomy for fi- 
broids. Postoperative history: Incisional hernia and fecal fistula; multiple adhe- 
sions. Second operation, 6 months later: Attempt to close fistula and hernia. Third 
operation, 1 year later: Closure of hernia and dissection of fistulous tract. Opera- 
tion suecessful. Reeovery, 

Case 95.—Age thirty-six. First operation: Myomectomy for subserous myoma; 
Gilliam operation for retroverted uterus. Postoperative history: Pain in lower 
abdomen; menorrhagia, Second operation, 14 months later: Findings, uterus ad- 
herent to parietal peritoneum; fundus and anterior surface studded with small 
myomata; cystic right ovary and chronic appendicitis, Operation:  Supravaginal 
hysterectomy and appendectomy. Note: On section uterus was found to contain 
numerous subserous and interstitial fibroids; scars of old previous myomectomy were 
visible with shreds of 2 chronie catgut sutures present. 

Case 97.—Age thirty-three. First operation:  Perineorrhaphy and anterior col- 
porrhaphy. Postoperative history: Marked adhesions of uterus with retroversion, 
Second operation, 16 months later: Findings, retroverted uterus with myoma on 
post surface; bilateral salpingitis with right cystic ovary. Operation: Myomectomy ; 


Gilliam operation; bilateral salpingectomy; resection of right ovary. 
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CHRONIC ENDOCERVICITIS 


A PartiaL Review or THE LITERATURE WITH AN INTRODUCTORY PARA- 
GRAPH ON THE SURGICAL Use or Eruyt ALCOHOL AND A PRELIMINARY 
Report OF THE TREATMENT OF ENDOCERVICITIS WITH ETHYL 
ALCOHOL INJECTED INTERSTITIALLY, ILLUSTRATED BY CASES 


By Wituiam T. Kennepy, M.A., M.D., New York, N. Y. 
INTRODUCTION 


ROM the viewpoint of the clinician, endocervicitis with its sequences 

is the most vital gynecologic condition. Like many other inflamma- 
tory conditions, less is reported about the results than the method of 
treatment, consequently one has to select by experience those methods 
which have given the best results. 

In this article the author will endeavor to discuss the uncomplicated 
condition, not including tuberculous or syphilitic endocervicitis, and 
make a preliminary report upon its treatment with ethyl alcohol injected 
interstitially. Since the treatment is based upon an analysis of the suecess 
of the surgical use of alcohol in some other pathologic conditions, a 
brief review of the literature may justify its particular application to 
this sphere of surgery. 

Alcohol holds an important place as an antiseptic. It has been used 
locally in the treatment of abscesses and ulcers with results little dif- 
ferent from those obtained with hypertonic salines and inferior to those 
obtained with Dakin’s hypochlorous acid. However, injected intersti- 
tially it possesses entirely different properties. The pathologie condi- 
tions successfully treated were nerve lesions. Jonnesco' has contributed 
much toward the physiology of the svmpathetic nervous system and the 
part played by lesions irritating it. Laignel-Lavastine* discovered con- 
gestion, small round-cell infiltration and patches of necrosis in the ab- 
dominal ganglia of cases dying from infective diseases. He found selero- 
sis or inflammation of the solar plexus in different forms of mental 
disease especially in eases with delusions of abdominal disease. D’Amato 
and Macri*® found parenchymatous and inflammatory changes in the 
sympathetic ganglia associated with acute and subacute gastritis experi- 
mentally produced in animals and with chronie gastritis in man. Stil- 
ling* discovered neuritis of the splanchnic nerve in which ascites, en- 
largement of the liver, and dyspnea were prominent factors. Fleming® 
described interstitial and parenchymatous neuritis, the pathology in the 
former showing exudate to be most marked near the vessels, and Jeuco- 
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cytes may be seen in the effused lymph especially around the vessels. 
Dana® found no change in the nerve elements but an endarteritis of the 
vessels of the nerve sheath. Putnam’ found the same endarteritis but 
also changes in the nerve elements and in the endoneurium. lHorsley® 
found no change in the vessels but change in the nerve elements. Krause’ 
found here and there thickening in the nerve sheath accompanied by 
thickening of the nerve fibers; in all cases the arteries were normal. 
Ilead'? found normal ganglion cells with perhaps some thickening of 
the periganglionic tissue but this was doubtful. Schlosser! suggested 
in 1907 that the affected branches of the nerve should be destroyed by 
injection of alcohol at the point where they leave the base of the brain. 
This method has been used by Sicard'? in France, Harris!’ and Stewart™ 
in England. Head says that ‘‘a solution of absolute aleohol with or 
without eucaine or stovaine, is injected around the nerve. * * * After 
the first outburst produced by the injection, pain disappears for ten 
months or more, and in some eases is said not to have returned. The 
area on the face supplied by the injected branch should become insensi- 
tive to the same extent as if the nerve had been completely divided.’’ 
Yeomans’ reports the successful treatment of coceydynia with an hypo- 
dermic injection of ethyl alcohol, 70-80 per cent, in the tissue about the 
coceyx. Hartel’ and Byrnes’ report its successful use in the treatment 
of trigeminal neuralgia. Sicard has abandoned all reagents in favor of 
ethyl alcohol in the treatment of neuralgias. He found that the injee- 
tion of the nerve below the lesion provocative of the causalgia does not 
cause a cessation of the causalgie pains. Pitres'> and Marchand found 
that when treating causaleic pains consecutive to war wounds if the nerve 
were not relieved of pain by severing, the supralesional injection caused 
cessation of causalgic pain. ILuber'’ reports experimental nerve section 
and repair demonstrating that the injection of about 5 ¢.c. of absolute 
aleohol 1 em. from the proximal end of a section nerve obviates (1) the 
formation of an amputation neuroma; (2) the proliferation of connee- 
tive tissue ends; and (3) the proliferation of sheath cells. 

An analysis of the pathologie study and treatment of nerve lesions 
points to the presence of perineural foci of inflammation, the commonest 
cause of which is bacteria. We have examples of certain bacteria which 
send their toxins from a focus to irritate the nervous system, examples 
being bacillus tetanus, bacillus diphtheria, and certain streptococci. If 
some bacteria can emit toxins to affect distant nerves others can as easily 
locally diffuse their toxins to irritate adjacent nerve fibers. Since the 
injection of aleohol around the nerve accomplishes, either, the chemical 
section of the nerve, or, the obliteration of a perineural focus of bacteria 
(since the action of the alcohol is quite local), or both, and also since 
neuralgia has been relieved by the injection of alcohol about the nerve 
and nerve funetion has returned without the return of neuralgia, the al- 
cohol must have obliterated a focus of bacteria. If aleohol used this way 
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will obliterate a focus of bacteria about a nerve, why will it not obliter- 
ate a focus of bacteria interstitially in the cervix and why not a focus of 
bacteria in any part of the body within the reach of its use? Results 
alone will answer this question. I will leave the subject here and pass 
to the discussion of endocervicitis. 


THE NORMAL GENITAL TRACT 


Barbour®® says ‘‘In striking contrast to what we should anticipate is 
the now well-established fact that the normal genital tract is, above the 
os externum, germ-free.’’ Proof of this could only be got by examination 
of the parts removed by abdominal section; and we had to wait for Win- 
ter’s*? systematic examination of fallopian tubes and uteri obtained in 
this way for the demonstration of this, the most remarkable fact in bac- 
teriology applied to gynecology. Winter placed the boundary between 
the germ-free and the germ-containing portions of the genital tract at 
the os internum, but the more recent investigations of Stroganoff,** 
Menge,** and Walthard,** show that it is lower down in the region of the 
os externum. 

When we ask the reason of this remarkable phenomenon we find the 
answer in the conditions to which microorganisms introduced into the 
genital tract are subjected. The secretion present in the healthy vagina 
has been shown by Déderlein,® Menge, Krénig and others to have a 
germicidal action. Pure cultures of pathogenic organisms, for example 
streptococci and staphylococci, introduced into the healthy vagina are 
destroyed in a few hours. The mucus secreted by a healthy cervix has 
a similar action. Thus, the uterus, which would otherwise be the best 
incubator for microorganisms, is barred to their entrance, the bacterio- 
logie gate of the genital tract being not at the vaginal orifice, but the os 
externum. 


PREDISPOSING CAUSES 


Curtis*® says ‘‘Certain conditions predispose to leucorrheal discharges. 
Important among these are lacerations and displacements, changes in the 
cervix which cause increased mucous secretion, infections complicating 


pregnancy, and gonorrhea.”’ 
ETIOLOGY AND BACTERIOLOGY 


(a) Contribution of the Uterus.—Schwarz and Kohlburg?* examined 
305 cases of which 70 showed interstitial endometritis. Usually small 
round cells were present in large numbers and when appearing alone 
they are found in considerable quantities penetrating the upper half of 
the endometrium and are grouped around the glands. Strong** con- 
cluded after examining many curettings in six vears from all types of 
conditions, that the uterine mucosa was very resistant to pathological 
change. Strong says, ‘‘the characteristic cell of chronic inflammation, 
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is the lymphocyte and the tissue reaction is that of sear formation, the 
production of fibroblasts and the deposition of elastic fibrils. These dis- 
tinctions are not marked in the endometrium, where lymphoeytes are 
present to some degree in all stages, and the fibroblastic change may be 
seen in many eases of endometritis postabortum, which certainly cannot 
be called chronic. * * * Where there are definite collections of pus 
cells or round cells, inflammation may be determined, and hemorrhage, 
fibrin and necrosis, or a granulation membrane, are the outspoken marks 
of intensity.’’ Curtis found no bacteria in uterine scrapings, negative 
cultures from the endometrium and no leucorrheal discharge from the 
uterus. Menge and Kronig®® were led to conclude after examining ma- 
terial aspirated from the cervix and the uterus that bacteria did not live 
in the uterine cavity. 

(b) Contribution of the Vagina.—Doderlein found a vaginal bacillus, 
nonmotile, nonpathogenic, anaerobic, facultative aerobic, which forms 
drop-like colonies on glucose agar. Menge and Kronig found the ma- 
jority of bacteria in vaginal secretion to be anaerobes, some of which grow 
on acid media as facultative aerobes. Wegelius”’ studied the bacteriology 
of postpartum discharges giving a classification of bacteria, and [Heurlin® 
classified bacteria in puerperal cases. Curtis studied 75 cases of which 
49 had profuse leucorrhea. Firstly, the cultures were taken from the 
vicinity of the cervix. Ile found the uncontaminated vaginal secretion 
to contain a preponderance of the large Gram-positive vaginal bacillus 
of Déderlein. Purulent discharges showed great variations in the flora 
and gave difficulty in classifying the bacteria. Secondly, cultures from 
the vulvar region contain more aerobes, such as bacillus coli, staphylo- 
cocci and pseudodiphtheria bacilli. Patients subjected to frequent 
douching showed high vaginal cultures contaminated by aerobie organ- 
isms. About fifteen varieties of bacteria were isolated, the majority 
of which were anaerobic. To test the toxicity of the secretions and the 
virulence of the organisms, animals were given subcutaneous, intravenous 
and peritoneal injections with vaginal washings from four pronounced 
cases of leucorrhea, but nothing noteworthy of toxicity was found. Cur- 
tis says, ‘‘The of the gonococcus deserves careful consideration. 
(ionorrheal infection is the exciting cause of leucorrhea in the vast ma- 
jority of women who have never been married. After creating condi- 
tions favorable for the development of other organisms, which are ac- 
companied by profuse purulent discharge, in an astonishingly large 
percentage of cases, the gonococeus so completely disappears that it is not 
demonstrable through any means at our command. This suggests that 
a chief part played by the gonococceus in chronie leucorrhea consists in 
preparing the soil for the leucorrhea-producing organisms. * * #* 
Gram-positive diplococei are always present in vaginal smears. Often 
they are found in considerable numbers but are not found in groups or 
chains. Streptococci are infrequent in fresh preparations, but readily 
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develop from diplocoeei on artificial media. Staphylococci are found in 
the vaginal smears, but are notable chiefly for their moderate numbers.’’ 
Crossen” says ‘‘ Acute endocervicitis is due to infection with the gonocoe- 
cus or with ordinary pus-germs. * * * Some authorities hold that gonor- 
rheal endocervicitis is usually the primary lesion and that the vagina 
is infected secondarily. * * * In puerperal metritis (streptococci and 
staphylococci) the infection more often extends by way of the lymphaties 
directly through the wall of the uterus from the endometrium to the 
connective tissue around the uterus and to the peritoneum. * * * An- 
other avenue of entrance is through the thrombosed sinuses of the puer- 
peral uterus. Infection of these sinuses leads to infective thrombosis 
of the broad ligament veins, resulting in broad ligament abscesses or 
general pyemia or both.”’ 


PATHOLOGY 


Frosion.—Clinieally the erosion presents somewhat the appearance of 
a granulating uleer, but Ruee and Veit® showed the raw surface 
to be covered with epithelium and the granular points new forma- 
tions which have no relation to the granulations of an uleer. The sur- 
face is covered with a single layer of columnar epithelium and the cells 
are smaller than those which normally line the cervieal canal. The 
surface is thrown into numerous folds producing glandular recesses and 
processes and if the ducts of the glandular recesses become occluded we 
have retention eysts. These may come to the surface and burst present- 
ing a follicular erosion. The origin of this new epithelium in erosion 
is disputed, Ruge and Veit holding that the single layer of small eylin- 
drical cells is produced by proliferation of the deepest layer of the rete 
Malpighii while those of the deeper laver are shelled off. Barbour says 
‘Those red patches are generally continuous with mucous membrane 
of the cervical canal and resemble it in their microscopic structure.’ 
Fischel’? holds that there is a proliferation of both the epithelial and 
connective tissue cells and also a persistence of the eylindrical epithelium 
(found outside the os externum in the fetus) into adult life. Towever, 
whatever may be the origin of the columnar cells in erosion, we find that 
nature has provided a much greater excreting surface to eliminate the 
underlying irritant by introducing numerous new processes and recesses 
and lining them with smaller columnar cells. 

Interstitial Round-cell Infiltration —What becomes of the infective 
thrombi (described by Crossen) after the acute puerperal fever subsides? 
Are they completely removed by the blood corpuscles and the lymphaties, 
and the bacteria destroyed, or, do living bacteria persist in the areas 
of round-eell infiltration (described by Sturmdorf” as miliary abscesses) 
about the glands of, and interstitially in the cervix and even in the eon- 
nective tissue of the broad ligaments. Adami very clearly describes the 


relation of the tissue cells and the microorganisms in acute inflammation, 
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then sums up Hohnfeldt’s** observation on the processes occurring in a 
suppurative inflammation that ends in healing, the last being ‘‘eventual 
proliferation of the connective tissue at the periphery of the abscess; 
formation of fibroblasts in the highly vascular surrounding zone; ab- 
sorption, cicatrization, and encapsulation of the debris of the leucocytes 
and mierococei.’’ THe did not state whether the microeoeci remaining 
were living or dead. The literature reviewed did not answer this ques- 
tion and it is doubtless due to the difficulty in demonstrating bacteria 
in round-cell infiltrations of such small volume. Further Adami says 
‘*Where the irritant can be conveyed to the exterior an abundant exuda- 
tive inflammation generally occurs—an abundantdlushing ;’’ | Leucorrhea 
in endocervicitis—note by author]. Adami continuing, says, ‘‘where it 
ean be conveyed into one of the body cavities, the same holds good; but 
here a mechanism is often ealled into action whereby the exudate with 
its contained irritants is held within the serous cavity for days and weeks 
after all signs of active inflammation have subsided. The organism, 
that is to say, would seem to restrain its drainage to the general lym- 
phatie system | pelvie exudate in acute salpingitis or acute puerperal 
fever—note by author]. Continuing, ‘‘ Where the irritant is merely the 
product of tissue change, the profuse exudate is rapidly conveyed away ; 
where, on the other hand, the injury is of bacterial origin, the passage 
of lymph from the focus of inflammation, is, generally speaking, not 

Ae- 


cordingly where there is leucorrhea there must be an interstitial irritant, 


nearly so free; it is of thicker consistency and drains away slowly.’ 
the most probable being the toxin produced by bacteria in the foei of 
round-cell infiltration. This toxin aets upon, first, the adjacent glands 
causing them to hypersecrete, and second,—the nerve elements (princi- 
pally the sympathetic) irritating them to reflexly produce the pain, 
backache, and general malaise accompanying endocervicitis. 
TREATMENT AND RESULTS 

Four methods of treatment present themselves ; 

1. Establishment of free drainage by the systemic lymph channels. 

The more attention is paid to this method of treatment the less will 
be the necessity of the other three. Constipation being the greatest 
obstacle to suecess here, one finds that two grains of calomel with soda bi- 
carbonate at bed time, followed by a saline cathartic in the morning, and 
repeated about every three weeks accomplishes the best results. Some 
form of laxative should be given regularly and every means should be 
used to improve the general health. 

2. Establishment of free drainage by exciting a flow of lymph toward 
the cervical canal or drying up the discharge. 

Since the lymph flows opposite to its natural direction less results 
might be expected from this form of treatment, but on the contrary, 


these treatments have been and are being used constantly and give 
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temporary relief from the symptoms. Experimentally it has been shown 
that seven to eight times as much material may drain away from an in- 
flamed as from an uninflamed area (Samuel)**. Adami says, ‘‘there may 
be great exudation under two apparently opposed conditions ; in the pres- 
ence of comparatively mild physical irritants, and in that of severe bacte- 
rial irritants. In the former case it more especially subserves removal, in 
the latter, dilution of the poison.’’ This method offers the greatest variety 
of therapeutic measures. 

(a) Cauterization seems to be universally used in cases of erosion 
and while different substances accomplish almost the same results, silver 
nitrate in 5 per cent to 40 per cent solutions seems to be the most con- 
venient and satisfactory. 

(b) Tampons of glucose 50 per cent, or glycerin, or ichthyol 10 per 
cent in glycerin have been used, frequently as a placebo but even as such 
the patient says ‘‘the treatment gave considerable relief.’’ Curtis, how- 
ever, believes that both the tampon and the douche are harmful. 

(¢) Douches. Curtis observes that ‘‘douches seem to seatter bacteria 
and fail to remove the source of infection.’’ Perhaps in the very early 
stage omission would be the better course, but later the cleansing and 
heat of the douche make for comfort. Douches of lysol of a strength 
of 1-500, or potassium permanganate, 1-6000, will suppress any dlis- 
agreeable odor. 

Powders. Drueck*® suggests the use of borophene powder. Cur- 
{is uses powders and claims this dry method to be the best treatment and 
lasts for a considerable time, but that later there is a tendeney to re- 
currence. The action of the powder he believes is absorptive and not 
medicinal, 

(e) Paste. Tlollender and Grattiot*® report the introduction of one 
dram of Beck’s bismuth paste into the canal of the cervix two to four 
times a week. Of 21 eases treated, 17 were discharged cured, observa- 
tion being made over a period of six months. 

(f) Dilatation of the cervical canal without curettage would permit 
free drainage of the cervical glands. Rawls*! has shown that curettage 
has a very limited seope and in the light of the etiology there seems 
searcely a place for its use. 

3. Inhibition of the activity of the foci of round-eell infiltration. 

Vaccines —Curtis has used this form of treatment in cases with free 
discharge. Vaccines were made from selected anaerobic eultures and 
seemed to give the best results. Many patients apparently cured suf- 
fered relapse at a later date. Courses of vaccine, after other things had 
failed, resulted in complete cessation of leucorrhea for two months. 
These vaccines have given relief from backache, and general malaise in 
almost every case. Sinee Curtis found nothing noteworthy of the tox- 
icity in animal experiments, one would expect the absorption of these 


toxins by the patient would produce milder symptoms than are experi- 
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enced, unless the toxins were active only upon human beings. Since 
autogenous vaccines gave the most satisfactory results, one would be led 
to suppose that there are similar organisms to those from which the 
vaccines were made, in the interstitial foci in the cervix. 

4, Obliteration of the foci of round-eell infiltration. Success can only 
be expected in proportion to the number of these foci destroyed. Trache- 
lorrhaphy as done by Emmet*? and since modified by Diihrssen*® is of 
comparatively little value when the infection is extensive. Schroeder’s** 
operation for the excision of the cervical mucous membrane [of which 
the tracheloplasty of Sturmdorf seems a modification| may in some cases 
remove all the foci, but in others is of no great value. Koster*’? says 
‘in undoubted cases of chronie endocervicitis, after removing a cone- 
shaped wedge containing the endocervical mucosa, after the technic of 
Sturmdorf, a piece of tissue from the new canal wall was excised be- 
fore relining with the mobilized vaginal euff. This upon section and 
staining showed glandular elements and surrounding inflammatory re- 
action similar to the tissue removed in the cone-shaped wedge.’’ Koster, 
following up the results of tracheloplasty finds that many cases followed 
after operation continued to have symptoms referable to the continued 
presence of chronic endocervicitis, and that the tendeney toward the 
cure of chronie endocervicitis is directly proportional to the approach 
of an amputation. Marekwald’s*® wedge-shaped exeision of each lip of 
the cervix removes much interstitial and glandular tissue of the ecer- 
vix and is accompanied by less danger of postoperative hemorrhage than 
either tracheloplasty or amputation. Amputation as done by Hegar*’ 
removes much of both the interstitial and glandular tissue, but should 
only be done in selective cases. Koster says, ‘‘The operation of amputa- 
tion of the cervix has been discarded because it is frequently followed 
by serious hemorrhage, because preexisting menorrhagia or dysmenor- 
rhea is often intensified, because sterility may be produced in a consider- 
able percentage of cases which might otherwise become pregnant, be- 
cause premature labor may be brought about in cases which do become 
pregnant after amputation, and because cervical dystocia is produced in 
many patients coming to full term.’’ 

Since some cases, after all the above methods have been tried, contin- 
ued to have symptoms of endocervicitis, we look for the explanation 
here, that, without the obliteration of all foci of round-cell infiltration, 
the real cause of endocervicitis cannot be removed. The toxin from many 
foci of bacteria will produce the general symptoms without necessarily 
an accompanying leucorrhea; but this leuecorrhea frequently may de- 
velop later. In Emmet’s and Diihrssen’s operations neither all the glands 
nor all the interstitial foei have been removed. 


In Schroeder’s and 
Sturmdorf’s operations, principally only those foci between the cervical 
glands have been removed. Marekwald’s and Hegar’s procedures remove 
the greatest number of foci. In all cases where the flap of vaginal mu- 
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cous membrane is invaginated to form a new lining for the cervical canal, 
the remaining foci have for the nearest outlets of their irritant toxins, 
the glands of the uterus near the internal os, which, being stimulated to 
secrete, produce a leucorrhea. It is with the aim of destroying these 
foci that the author has decided to use the interstitial injection of alcohol. 

The author has used ethyl alcohol injected hypodermically in some 
minor infections of the extremities with excellent results. Two cases 
of mastitis each received a single injection before 36 hours after the 
onset, with the result that all symptoms passed within three days, and 
that no interference in lactation was observed. Four ecases*® of chronie 
prostatitis, three cases of acute epididymitis, and nine cases of chronie 
epididymitis each received a single injection of one-half to two ¢.e. 25 
per cent ethyl aleohol, which resulted in the disappearance of all signs 
and symptoms in from two to ten days; no second injections were re- 
quired and no symptoms recurred in the periods of observation ranging 
from three to twenty weeks. No tuberculous and no primary syphilitie 
lesions were treated. Where possible, nitrous oxide and oxygen should 
be used, as the pain is similar to the sting of the bee and lasts for 
about one minute after which there is anesthesia. The cervix being 
less sensitive, an anesthetic is not required. 

The author wishes to make a preliminary report of the use of alco- 
hol interstitially in endocervicitis and to illustrate with five cases. 
More cases are under observation and while no econelusions will be 
given with this report the author feels sufficiently encouraged to con- 
tinue its use and make a further report at a later date. 


METHOD OF TREATMENT 


After drying the cervix and applying tr. iodine to the vaginal por- 
tion, the cervix is grasped with a double tenaculum and from 1 to 2 
cc. of a 25 per cent solution of ethyl alcohol in distilled water is in- 
jected [with an ordinary hypodermic needle attached by an adapter 
about 8 em. long to a record syringe| into the anterior and posterior 
lips of the cervix parallel to the canal, care being taken not to pene- 
trate a gland and thus lose the solution in the canal, because it has no 
value unless it be placed interstitially. 


CASE REPORTS 


Case 1.—J. R., 14835, O. P. D., age 26, para iv 
twins born about Jan. 20, 1920. On March 4, 


, one miscarriage at six weeks, 
1920, patient applied for relief of 
vaginal discharge since confinement, losing strength and weight since confinement, 
pain in abdomen and back, 
Physical Findings.—Lacerated pelvie floor, uterus enlarged, anterior and movable, 
appendages negative, lacerated cervix having on it an erosion about 3x1 em. 
Treatment.—Silver nitrate (10 per cent) applied to the erosion tampon, (10 per 
cent) ichthyol in glycerin and douches of bicarbonate of soda. March 11th, patient 


feels better, Part of the erosion on the posterior lip has disappeared. March 18 
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and 25, two treatments. April 1. Discharge still present, erosion shows no improve- 
ment since March 11, April 8. Discharge is slightly less, otherwise condition un- 
changed. Three treatments follow before next visit. May 20. One ¢.c. of 25 per 
cent ethyl alcohol injected interstitially into each of the anterior and posterior lips 
of the cervix, May 27. No discharge; much improved during the past week; erosion 
has been more than half covered with new epithelium which looks very healthy. The 
remainder of the erosion is less hyperemic. To return in three weeks. June 17. Did 
not feel well at last menstruation but much better now. No discharge, no pain, 
erosion unchanged, July 8. Condition same as at last examination. Sept. 23. 
Patient in excellent health, has had no pain and no discharge since last examination, 


Is now about 34% months pregnant. 


Case 2,—C, B., 14527, O. VP. D., age thirty-eight, menstruation normal except dura- 
tion which is 8 days. Vara iv, ages thirteen years to one year. Aug. 21, 1919, came 
for relief of (1) Bleeding since July 19, 1919, 

Physical Findings—(1) Uterus slightly enlarged. (2) Right appendage contains 
a large mass, Hospital History 25269—Chief Complaint—Metrorrhagia. J/ospital 
Diagnosis. —Myoma_ Uteri. Postoperative Diagnosis.—Endometritis, postabortum 
Uterine Polyp. Chronic Appendicitis. Pathologie Diagnosis —Endometritis, post- 
abortum, placental polyp, obliterated appendix, Operation.—Dilatation and curet- 
tage, supravaginal hysterectomy, left salpingo-oophorectomy, appendectomy,  Con- 
Jinportant Points.—General condition excellent. Abdominal 
sear normal, Slight induration in left adnexa not tender, 

Follow-Up Exramination.—10/15/19. General condition excellent. No complaints, 
Abdominal sear normal, Cervical stump up in normal position and there is no 
induration or tenderness about it. Advised to return in three months. 11/6/19. 
Reported at conference, 

Out-Paticnt Eramination.—11/10/19. Some bleeding from the cervix, also ten- 
derness in left adnexa points to some adhesions about the stump. Erosion cauterized 
with silver nitrate. 

Follow-Up Eramination-1/12/20, General condition excellent. No symptoms 
until three weeks ago when the patient noticed spots of blood from the vagina every 
day. Examination shows no induration or tenderness in the pelvis. Cervical stump 
feels normal but there is a marked cervical crosion which bleeds considerably upon 
touch, Erosion treated with strong silver nitrate solution and referred to O. P. D. 
for treatment and observation, To return in three months. 

Out-Pationt Exramination.—1/19/20, No evidence of any adnexal disease, <A 
very marked crosion is present. Smears taken were unsatisfactory, showed no inter- 
cellular elements present. Solution of silver nitrate was applied to the erosion and 
1 ce, of 25 per cent ethyl alcohol injected interstitially into each of the anterior 
and posterior lips of the cervix. 

Follow-Up Examination.—4/12/20, Previous spotting stopped in January. Gen- 
eral health excellent. No pelvic complaints. Abdominal sear normal but diastasis 
reeti from pubis to three inches below umbilicus. Not a ventral hernia, Cervical 
stump remains high under straining. To return in three months, July 5, 1920. (Dr. 
Bullard.) 7/19/20. Symptoms of surgical menopause. No direet pelvic complaints. 
Conditions same as last examination. To return in six months—Jan. 17, 1921 (Dr. 
Bullard). 

Out-Patient Exramination.—9/20/20, Patient was sent for. Fixamination shows 
erosion very small and so evidence of any adnexal trouble. Patient has very slight 


discharge. 


Case 3,—B. G., 14795, O. P. D., age thirty-two; menstruation normal; para ii, ages 
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twelve and six; puerperiums normal. Jan. 29, 1920. Came for relief of (1) Leu- 
corrhea, (2) Burning vulva, (3) Pain in back, abdomen and legs for 10 months. 

Physical Findings—(1) Appendages thickened, (2) Uterus retrocessed and to the 
right, enlarged, firm and movable, (3) Cervix—Bilateral laceration with an erosion 
about 2 em, in diameter. 

Treatment.—Silver nitrate (10 per cent) applied to the erosion, tampons and 
douches. February 2. Smears taken at first visit show no bacteria present. The 
erosion presents an appearance of a superimposed ulceration which seems to have pro- 
duced a number of deep fissures. in the posterior lip. Treatment——One ee. of 25 
per cent ethyl alcohol injected interstitially into each of the anterior and posterior 
lips of the cervix. February 16: No improvement seen, February 26: Patient 
feels much better, has not had any pain but some backache which she attributes to 
working. The area described on the posterior lip no longer exists and the ulcerated 
area has granulated in with healthy tissue and is covered with epithelium which 
bleeds only with much rubbing, The congestion of the cervix has disappeared. Sep- 
tember, 1920: Patient sent for but did not return. 


CAsE 4,—C, H., 14757, O. P. 


; D., age forty-two; menstruation normal, para iii, 
seventeen to ten years. Normal 


puerperiums; one miscarriage—spontaneous—date 
not given, 

January 8, 1920—Came for relief of (1) Pain in abdomen, (2) Flowing every 
morning. (3) White discharge with odor—duration six weeks. 

Physical Findings—(1) Uterus large. (2) Lacerated pelvie floor (slight). (3) 
Lacerated anterior wall (slight). (4) Irregular laceration of the cervix with an 
erosion on the anterior lip which bleeds easily. 

Treatment.—Silver nitrate (10 per cent) applied to the erosion, tampons and 
douches, Jan. 11. Cervix congested, painted with iodine; silver nitrate (10 per 
cent) applied to the erosion and 1 ¢.e, of 25 per cent of ethyl alcohol injected inter- 
stitially into each of the anterior and posterior lips of the cervix. Jan, 22. Con- 
siderably improved. Erosion on lip almost gone; no discharge, Jan. 29. Discharge 
has ceased. Has had some headache during the past week. Only douches now and 
again, External os red. Cervix soft. February 26. No symptoms, no discharge. 
Cervix has a few small superficial cysts where the erosion was originally. June 10. 
Condition same as at last visit. Has had no trouble since. Sept. 16. Patient feels 
well and has no symptoms except a very slight mucus discharge in the morning. 
Does not require douche, or wear a napkin, Erosion negative and examination same 
as on visit of Feb. 26, 


Case 5.—A. J., 14710, O. P. D., age thirty, menstruation regular; para ii, ages 
ten and seven; normal puerperium, No miscarriages, 

Noy. 24, 1919—Came for the relief of (1) Pain in the pelvis which confined 
patient to bed for last two months. (2) Metrorrhagia, bleeding twice a month for 
last three months. (2) Leucorrhea, 

Physical Findings.—(1) Uterus forward, small mass about 0.5 em, in diameter on 
the anterior wall near the internal os. (2) Appendages slightly thickened. (3) 
Cervix inflamed with some erosion. 

Treatment.—lodine applied to the cervix, tampons, and douches. December 1. 
Improved. Silver nitrate (10 per cent) to the cervix, tampons and douches. Decem- 
ber 8. Iodine to the-cervix and 1 ¢.c. of ethyl alcohol (25 per cent) injected inter- 
stitially into each of the anterior and posterior lips of the cervix. December 22, 
Patient feels much better but has had two menstruations this month. Cervix is 
much improved and the erosion has almost disappeared. January 5, Patient says 


she feels well; no erosion on the cervix. January 10, Discharged until patient 
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feels she needs more treatment. Sept. 27. Patient sent for—has been in excellent 
health and no symptoms, Does not use any douches, Erosion has not reappeared, 
Uterus forward and apparently normal, Appendages negative. 

Nore: The author acknowledges his indebtedness and expresses his 
thanks to Dr. F. N. G. Starr of Toronto for the suggestion of the use 
of ethyl aleohol in infections, believing that its use originated with 
him. Dr. Starr writes: ‘‘Its effect in clearing up a mild endocervicitis 


is marvellous, as also in many infections of the arm and leg.’’ 
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CHOREA GRAVIDARUM* 
By Granxpison D. Roysrox, M.D., Sr. Louts, Mo. 


II disease known as chorea gravidarum is rare; however it occurs 
more frequently than is generally thought. Williams! states that 

he has seen only one ease of the grave variety, and that patient died de- 
spite early spontaneous premature labor. The comparatively little at- 
tention given this subject in American literature induces me to submit 
the reports of six cases, in the hope that they may be of some aid in the 
further study of a disease, with which we are as yet none too familiar. 
While mentioned as early as 1594 by Schenkius,* and deseribed in 
1660 by Horstius,® it seemed to excite little more than passing interest 
until about the middle of the last century. We are told by Bumm,* 
and Meyer? that almost 10 per cent of all psychoses in women originate 
in the predisposing factors of toxemia, hemorrhage, infection, and lae- 
tation; however, a better obstetrical hygiene and management have re- 
duced this to 4 or 5 per cent, and at the present time encourages the 
hope for further improvement alone these lines. Kleist® reported from 
the neurological clinie in Halle 39 eases of chorea gravidarum among 
a total of 155 cases of chorea affecting both sexes. Muehlbaum® re- 
ported that amone 65 females with chorea, between the ages of 16 
and 30 vears, 27.7 per cent had chorea gravidarum; Bonhoeffer? con- 
tends that more than half of the cases of chorea gravidarum are 
recurrences of chorea which had existed before the onset of preg- 
nancy. Many text-books and writers on the subject claim that 
heredity plays a part in the causation of the disease; Wollenberg® 
found among 539 cases of chorea minor, only 2 per cent oi the 
parents had had chorea, and 1.5 per cent affected the mothers. Buist® 
reported among 205 cases that the onset of the disease occurred 108 times 


during the first 3 months; 70 times during the second 3 months; 25 


times during the last 5 months, and 16 times postpartum. 

The etiology of chorea gravidarum is unknown. French and Tieks?® 
reported 29 consecutive cases treated in Guy’s Hospital during the 
preceding thirty years; 19 of these patients had had rheumatism or 
chorea previously, and of these, 15 had had chorea before marriage; 
hence these writers feel convineed that chorea gravidarum and infantile 
chorea possess a similar pathology and have a tendency to reeur in sub- 
sequent pregnancies. Buist’s figures show that among 226 patients 
there were 66 with previous attacks of chorea, and 25 more gave his- 

*Thesis submitted for admission to the American Association of Obstetricians. Gynecologists 
and Abdominal Surgeons, held at Atlantic City, N. J., September 20, 21, 22, 1920 
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tories of attacks of acute rheumatism without chorea, while 20 additional 
patients gave histories of attacks of acute rheumatism and chorea. Wall 
and Andrews" reported a history of previous chorea in 16 out of 37 
cases with chorea gravidarum. Other investigators as Quigley,’* Graves 
and Paige,'* and Mackey’ argue that the disease is of infectious origin. 
Birnbaum reports that bacteria, mostly streptococci, as well as small 
cerebral emboli from endocarditic processes, are often found in the brain, 
a view with which many other investigators agree. Duckworth’® empha- 
sizes a rheumatie source or origin of the disease and contends that many 
instances of rheumatie conditions of lesser degree with endocardial in- 
volvement escape recognition because of the absence of much pain or 
fever; most of the cases of rheumatism reported being of the severe 
type. Ile agrees with Poynton, Payne, and Singer, whom he quotes, that 
the only question now remaining to be settled is what variety of strep- 
tocoecus causes the disease. 

Singer’ submits as evidence of the uterine origin of the disease the 
fact that convulsions, twitchings, ete., disappear almost without excep- 
tion after the uterus is emptied, and he states further that only 7 
cases are on record where chorea extended beyond the puerperium. 
W. EF. Shaw'® considers the disease toxemic in origin and reported the 
treatment of 32 consecutive cases by rest and elimination, without the 
induction of labor and without a death; however, a study of Shaw’s 
cases seems to indicate that they were of a relatively mild type. Hirsehl’® 
states that most instances of chorea in obstetrical practice are cases 
of Sydenham’s chorea, or chorea minor, and are apparently due _ to 
toxins in the circulation, either in increased amount, or an increased 
harmful action upon the nervous system, such a condition causing chorea 
gravidarum or a marked predisposition toward it and suggests the pos- 
sibility of a fetal source of the disease. Ile reports that autopsy findings 
often show small cerebral hemorrhages and vascular emboli, with sub- 
sequent inflammatory involvement of the vessel coats, originating in 
endocarditie processes. 

Harding® suggests that because of the rapid improvement occurring 
in some eases of chorea gravidarum after emptying the uterus, the 
etiological factor must be a toxin arising from a lack of compensatory 
balance of the internal secretions and a consequent disturbance of met- 
abolism during pregnancy. The same writer agrees with Oppenheim 
whom he quotes as stating that the above-mentioned factors plus the 
emotional tendencies of the pregnant woman explain why chorea gravi- 
darum is so much more inclined to become chorea insaniens. 

The prognosis of the disease is very variable; for instance, the prog- 
nosis of pregnancy in a choreiec individual is usually unimportant, while 
a chorea appearing for the first time only after conception is always of 
serious import and the failure to differentiate these two conditions prob- 
ably explains the marked variations in mortality figures: French and 
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Hicks 10 per cent; Buist 17.6 per cent ; Schrock?! 22 per cent; Fehling?? 
36 per cent; Birnbaum’ 17.5 to 32 per cent. 

French and Hicks consider the presence of fever to be very significant, 
a view not given so much importance by others. Among their 
26 cases that recovered, not one had a temperature above 99, whereas in 
all (3) of their fatal cases there was marked pyrexia. They consider that 
pregnancy would justify a grave prognosis, if no obvious acute tonsillitis 
or other such cause for pyrexia can be found. They consider the prog- 
nosis good as long as there is no fever, regardless of choreic movements. 
They also feel that in a chorea gravidarum of several weeks’ standing, 
when psychoses appear simulating delirium, especially hallucinations of 
vision or perhaps melancholia with increased anxiety or fever, very sel- 
dom stupor, that recovery is the rule unless exhaustion or acute delirium 
cause death. Birnbaum states that the temperature is usually normal ex- 
cept in endocarditis, pneumonia, sepsis, and abscess ; also in severe pyschic 
disturbances, as acute mania, ete., fever occurring shortly before death; 
the fever is of central origin, from damaged heat centers. Ile believes with 
Fellner,** that if, after a varying length of time, delirium suddenly ap- 
pears with great mental disturbance, refusal or inability to take nourish- 
ment and great motor unrest plus increased temperature (fever), ete., 
that death usually occurs within one to three weeks. Hirsehl 
believes that if the first week of the disease is passed satisfactorily, the 
greatest danger is over. A. Martin® is of the opinion that reeurrenees 
are very prone to take place during pregnancy; he also believes that the 
danger to life from chorea is usually from a severe endocarditis, menin- 
gitis, or similar complication. Schrock agrees with Hirschl that the 
nearer the end of pregnancy, the more favorable the prognosis. Spiegel- 
berg?’ contends that less than one-half of the cases go to the end of nor- 
mal pregnancy. He places the maternal mortality at 26.9 per cent, which 
is increased if complications are present. Muehlbaum considers one of 
the most significant signs of a bad prognosis to be the predominance of 
psychic over motor delirious symptoms in the beginning of the disease. 
He believes that the only favorable prognosis is in those eases that have 
had chorea in childhood; also that a gradual onset and a good physical 
condition together lend a more favorable outlook; and that recurrent 
choreas in subsequent pregnancies add to the gravity of the disease. 

The opinions as to the treatment of chorea gravidarum vary. Such Brit- 
ish investigators as Wall and Andrews, Shaw, Croft,** and others, argue 
in favor of the medicinal treatment and against the induction of labor. 
LePage,’ after reporting abstracts of 20 fatal cases of chorea gravidarum 
where labor was not induced, concludes that it is safer to treat such 
eases by the early induction of labor; where induction is delayed, the 
results are very bad. He also concludes that anesthetics are badly toler- 
ated in these cases. French and Hicks advocate the medicinal treat- 
ment, as in the nonpregnant cases. They believe that if labor is to be 
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induced at all, it should be done before the onset of fever, which, they 
feel, cannot be anticipated in enough cases to warrant induction before 
pyrexia begins, after which it is too late. 

Bonhoeffer takes the view that over half the instances of chorea gravi- 
darum are recurrences of chorea of childhood and are harmless; but that 
a first attack of chorea during pregnancy, accompanied by marked motor 
disturbances, forms an indication for the interruption of pregnancy. He 
emphasizes the danger of septic endometritis and septic endocarditis fol- 
lowing infections of skin abrasions caused by the ‘*motor unrest.’’  Hel- 
lier *° strongly advises terminating pregnancy in severe cases and ex- 
pects improvement after two or three days following delivery. Ilis views 
are thus stated: ‘‘When movements are slight; when the patient can eat 
and sleep well and maintain her weight; when the pulse is under 100 and 
there is no fever, or when confinement to bed suffices to keep the patient 
fairly quiet and comfortable, then there are no indications for radical 
measures.’’? He gives the following indications for terminating preg- 
nancy: ‘*When there are violent movements despite rest in bed and sed- 
atives; when there is inability to sleep or eat enough, accompanied by 
loss of weight; when mental conditions are confused, and when there is 
a tendency to delirium, rise of temperature, and a dry tongue, especially 
when the pulse rate is persistently above one hundred and becoming 
weaker and more rapid, then the indications for the interruption of preg- 
nancy are complete and absolute. Ilowever, waiting for all such absolute 
indications may be too long, and in attempting to save the fetus, both 
mother and fetus may be lost by the delay.’’ Spiegelberg treats each pa- 
tient individually and empties the uterus as soon as the patient begins 
losing ground, as is evidenced by exhaustion, loss of weight, sleep ete., and 
a temperature of 37.5° C. or more. Biumm’s opinion is that one-third of 
all cases of chorea gravidarum are of the acute type, and since medicinal 
treatment in such severe cases has repeatedly resulted fatally, it is futile 
again to experience such bad results and postpone until too late the only 
life saving therapy,—emptying of the uterus. Bumm favors vaginal hys- 
terotomy as a means of rapid emptying of the uterus, a view advoeated by 
Martin and by Anton.“°) The case reports that follow are given in con- 
siderable detail direct from the hospital records in order that the various 
phases of the disease may be noted. 


CASE REPORTS* 


CAsE 1.—Ob, 1961, M. J. D., married, white, U. S., aged twenty years. Grav. i. 
Admitted to Barnes Hospital, February 21, 1918, in the middle of the last month of 
her pregnancy, complaining of fever and tender joints (right shoulder, left knee, 
and left wrist) for the past few days; visible evidence of acute inflammation (arthri- 
tis) present. Temperature 98; pulse 120; respiration 24. Patient could not talk 
very well; some choreiform movements and speech disturbance present. 

She had heen treated in the medical service, (medical history 1572) from October 


*From Washington University School of Medicine, Service of Professor Henry Schwarz. 
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15, 1915, to November 19, 1915, from which the following abstract is taken: Chief 
complaint —Pain in right hip changing over into left side at times; difficulty in 
speech; nervous headaches confined to frontal and occipital regions. 


Family History.—Father died at 36 of tuberculosis and alcoholism; family history 
is negative as to neurological conditions. 


gi 


Past History.—Always weakly; choreiform 
‘spasms’’ or attacks suggestive of epilepsy between the 
ages of 2 and 12; only one such attack since the age of 12. 
varicella 


movements since infancy; ‘ 


Had measles, pertussis, 
in infancy; scarlatina in childhood was followed by defective hearing. 
Incoordinate jerking movements present during examination. 


Examination.—Ton- 
sillitis, rheumatism, chorea, slight enlargement and overactive heart; aortic impure, 


all sounds accentuated; tonsils enlarged; Babinski (?). Temperature always normal, 


Cell count (spinal fluid) 1; Noguchi reaction negative; Rinné and Weber to right 


(Koetter); sensory negative. Nose and Throat Exramination.—Chronie rhinitis; 


posterior ethmoid and sphenoid suppuration; bilateral chronie tonsillitis, Blood 
pressure 126-72; red cells 5,200,000; white cells 6,600; hb. 80 per cent. 


Wasser- 
mann negative. Diagnosis——Pseudosclerosis. 


Treatment.—Out of doors as much 
as possible alternating with rest in bed; forced diet. 
November 7, 1917. Patient admitted to out-patient obstetrical service for an ap- 


parently normal pregnancy of 23 wecks’ gestation, Her menses began at 14; always 


fairly regular and of the 28-day type, duration 7 days, and profuse. 


Last menstrua- 
tion May 30, 1917; fetal movements felt October 29, 1917. 


Aside from a moderate 
amount of nausea and vomiting, headaches and eye disturbances during the first 
three months of gestation, patient had felt very well. At the 


time of her first 
obstetrical consultation she complained of 


some itching and tingling about her 
nipples; slight edema of the feet; bowels fairly regular, though patient takes syrup 
of figs about once a week, Heart and lung examinations normal; pelvic examination 


and measurements present no abnormalities. Urine always negative. Blood pressure 


ranged from 100-63 to 122-78 from November 7, 1917, until she entered the hospital 
on February 21, 1918, complaining as she did when first seen. 


At this time she had 
a heart murmur. 


She was delivered at full term by iow forceps, labor beginning 
spontaneously on March 2, 1918, 


There was a small tear 1 em. long on the right 
side of the cervix, followed by a pelvie cellulitis of moderate extent in the base of 


the broad ligament of the same side. Temperature ranged from 97° to 102° from 


the fourth to the twenty-second of March, 1918, and the pulse ranged between 80 and 
120, Wassermann blood test on March 7, was positive, 3 plus; Wassermann repeated 
March 14, negative; complement-fixation test March 7, negative. Patient left 
hospital against advice of physician on March 22, 1918; at this time she had a 
chronic endocarditieé murmur and subinvolution, 

S., white, U. S., ayed twenty years. Married two 


months. Admitted to Barnes Hospital on April 13, 1918, at 11:30 a.M., suffering 


CASE 2.—Ob. 2024, E. R. 


with chorea gravidarum; symptoms severe for ten days before 
110; respiration 24. 


admission, Pulse 
Patient was second child, born prematurely at seven months” 


gestation, weight 3144 pounds. Her mother was suffering with nervous prostra- 


tion at the time the child was born. Labor normal. When patient was four months 


old, she was normal as to weight, development, ete. 


One paternal aunt was considered 
erratic’? 


from an injury at birth. She had measles and pertussis in child- 
hood; no serious illnesses or operations, Menses began at thirteen; always regular; 
of the 28-day type, duration 3 to 4 days, no pain. 


ary 1, 1918. Married on February 


Date of last menstruation, Febru- 
15, 1918; no period since marriage at San 
Antonio where a sister and her baby were with the sister’s husband, an aviator, who 


departed for France shortly after patient’s marriage. Vatient greatly excited and 
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worried over safety of brother-in-law. Patient’s husband, too, was told that he 
might be called to France at any moment. 

Ilistory as Obtained from Iusband.—Patient had tonsillitis early in January, 1918. 
Attending physician advised tonsillectomy, to be done later, Patient was well until 
the first week in February when, because of nervousness, she consulted a physician 
who diagnosticated a tachycardia, probably due to expected wedding February 15, 
1918. About one week before this, she complained of a sore right wrist, but did noth 
ing for it. She was well on wedding trip except for an occasional soreness of shoulder 
and leg, thought to be rheumatism; this soon disappeared and patient seemed well 
until March 25, 1918, when she consulted another doctor who told her that she was 
pregnant. This information made her quite nervous and irritadle. Patient was 
ordered to bed; but as there was a rapid increase in her nervousness and irritability, 
she was advised to return to her home in New York for a complete rest. About the 
second week in April she complained of her right wrist and a great deal of twitching 
of the right arm; warm applications soothed her. There was great difficulty in getting 
patient to take food exeept milk and orange juice, While at Welly aviation field, 
she was greatly distressed regarding several fatal accidents which she had witnessed. 

April 14, 1918.) Delirium and movements very marked. 11:00 a.m. Curettage. 
Uterine cavity five inches in length, 8:00 P.M. Patient was very noisy and irra- 
tional; could recognize attending physicians and her mother, but could not be 
quieted; given 1.5 ¢.c. scopolamine; abundant fluids by mouth plus a nutrient enema 
of dextri-maltose 30, erepton 20 gm., water 200 gm, Sleeping since 
P.M., given scopolamine 1.5 (gr. 1/1233), following which she had uninterrupted 
sleep until midnight, then 1 ¢.c. scopolamine; slept until 3:15 A.M., when 1 ec. 
scopolamine was again given, 

April 15, 1918, 5:15 a.m., 1.5 e.e. scopolamine plus a few drops of chloroform to 
quiet patient who then went to sleep after expelling nutrient enema and taking 
200 «ec, milk by mouth. She had very marked choreiform movements of right arm; 
delusions; involuntary stools; her buttocks and sacrum were chafed because of 
movements about bed. 12:30 P.M. Worries about ‘These two women who have 
eaused her so much trouble and who will die the same death she is now dying; ’”? 
says she saw von Hindenburg standing outside her door disguised as a doctor. 
Patient placed under scopolamine, narcophine, or morphine seminarcosis (usually 1 
to 6 injections of scopolamine and 1/8 to 1/6 gr. morphine or Y% gr. narcophine) 
every night for ten successive nights, from April 14, 1918, until April 24, 1918, 
Patient was always more or less noisy and irrational when awake; thinks all women 
murderesses, and sees eels and snakes. 

April 19th. Red cell count 4,480,060; white cells 14,200; hemoglobin 85 per cent. 
May 5. Red cell count 5,872,000; white cells 7,600; hemoglobin 80 per cent. 

April 19. Differential count, polynuclears, 59 per cent; lymphocytes, 38 per cent ; 
large mononuclears, 3 per cent. May 5. Differential count, polynuclears 69 per 
cent; lymphocytes 27 per cent; large mononuclears 2 per cent; cosinophiles 1 per 
cent. April 18, 1918. Blood culture (72 hours) negative. Systolic, endocarditie 
bruit, heard at base and at apex, transmitted to axilla, Spleen and liver negative. 
Given bromides, chloral, trional, ete., until May 4, 1918, when they were discontinued. 

May 1. Still voids urine involuntarily; is noisy and boisterous. May 7, Condition 
unchanged, except for the cessation of choreiform movements two days ago, May 12. 
Visited by husband whom she did not recognize, though the day before she talked 
rationally for a time and then rambled on incoherently. General nutrition good ; 
still on liquid diet, milk, soups, broth, chocolate, ete., plus dextrose 1 oz., trophonine 
1 oz., water 4 0z., twice daily as an enema and normal saline 200 ¢e¢, per rectum 


every four hours, May 22. For past few days becoming more rational; asks for 


| 
| 


ROYSTON: CHOREA GRAVIDARUM 947 


nightgown; does not soil bed as before; takes plenty of nourishment; becomes rather 
noisy at night and late in afternoon; moved from isolated quarters to regular room 
in private pavilion much to patient’s delight. June 1. Steady improvement, though 
at times becomes very noisy and throws hair brush at nurse; sleeps well; takes daily 
tub baths, June 13. Mitral on systolic murmur, compensated, Discharge note: ‘‘ Pa- 
tient entered hospital suffering with chorea gravidarum and rather severe mental symp- 
toms of right hemichorea; symptoms severe for ten days. Patient became disoriented 
and required at first a fair amount of sedative medication and restraint. About May 
5, 1918, chorea had disappeared. May 22, 1918, mental symptoms improved, The im- 
provement, mentally and physically, continued, so that now she is about normal, At 
times, patient is disoriented, not able to identify people and inclined to be silly. All 
this, however, is rapidly disappearing and patient was permitted to go home on June 
17, 1918.’?) September 15, Letters from patient’s parents show that patient made a 
rapid and perfect recovery. 


Case 3.—Ob. 1179, M. W., white, aged twenty-five years. Married, Born in 
Germany. Gravida, i. Admitted to Barnes Hospital on May 25, 1915. Unable 
to talk intelligibly. Family History.—Negative. Personal History.—Severe sore 
throat three months ago. No history of rheumatism. Gynecologic operation for 
‘“turning of womb’’ one year ago, after which menses were regular. Married on 
December 7, 1914. Was perfectly well until one week before admission. Failed to 
menstruate when due and began worrying over the possibility of being pregnant. 
Four days before admission to hospital she began making purposeless movements 
and talking unintelligibly. At present she no longer recognizes her husband or 
friends. Patient much worried because husband is out of work Seems obsessed 
with the idea that she will never recover; no attempts at violence; good sphineter 
control, Status pracsens.—HHiccough; groaning; alternately Jaughing and erying; 
twitching of various muscles of the face and extremities; cyes continuously moving 
about; cannot answer questions intelligently; shows evidences of lack of concentra- 
tion; movements seem choreic, though not typical; teeth defective; throat negative; 
temperature 100; pulse 108, 

May 26, 1915. ‘Patient unoriented, confused, shows evidence of acute maniacal 
excitement; restraint necessary; marked choreiform movements; grimaces, gnash- 
ing of teeth, gutteral sounds are constantly observed. Patient seems under control 
of self-accusation. Combination of choreiform movements with acute maniacal ex- 
citement makes the diagnosis, chorea insaniens, definite.’? |[Schwab.| Question of 
pregnancy not determined; possibility of a streptococcus infection of the tonsil, or 
‘Isewhere suspected, Treatment: symptomatic, with as little restraint as possible. 

May 27. Psychomotor restlessness is very marked, with definite choreiform move- 
ments; temperature suggests the possibility of an infection as the basis of chorea, 
Leucocyte count at 10:00 A.M. was 28,500; red cells 4,400,000; hemoglobin 70 per 
cent. Differential Count.—VPolynuclears 66 per cent; mononuclears 16 per cent; 
transitionals and large mononuclears 14 per cent; cosinophiles 4 per cent; blood 
pressure 110-60, Temperature ranged from 100° to 102°; condition showed little 
change; still in restraining sheet; choreiform movements present in diaphragm and 
noticeable when patient attempts to speak; movements in general are wild and 
purposeless; mental attitude enormously depressed; patient thinks she is doomed 
to die as punishment for some wrong committed in connection with a doctor and 
midwife, Hlerpetie eruption about the face. There is an element of depressive 
insanity in addition to the chorea, 

May 28. Curetted; very small ovum and decidua removed; ether anesthesia; 


spinal fluid obtained. May 30, Patient worse; more restless; exhausted with move- 
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ments; cannot speak above a whisper; speech incoherent. June 4. Choreiform move- 
ments have ceased; patient more or less quiet and motionless; great depression ; 
general apathy; speech unintelligible. June 14, More rational for past three to 
four days; appears to notice surroundings; eats better. Fowler’s solution, 5 minims 
three times daily. June 28.) Improving slowly; Fowler’s solution stopped and 
elixir of iron, quinine and strychnine substituted; at times, patient fairly quiet; 
looks brighter. July 4. Choreiform movements practically gone; patient quiet; shows 
no interest in surroundings; answers questions slowly, but with difficulty. Marked 
depression noticeable; no excitement. July 5. No traces of chorciform movements 
to be observed; patient restless but shows some psychomotor symptoms; intelligence 
much improved; questions answered promptly and accurately. Patient appears to be 
willing to talk about herself and her future plans. It is evident that the paranoie 
delusions still persist and are influencing patient’s train of thought at intervals. 
It is impossible to say just how strong they may be in influencing the future conduct 
of the patient, nor how much they may be capable of being suppressed. The duration 
of the delusions is also a matter of doubt, because they may have existed long be- 
fore the present illness. Patient could be sent home and allowed to come to the 
Out-Patient Department, Neurological Clinie, for future study. July 11. Mind 
clearing up; is quite rational; only a slight nervousness present; pelvic findings are 
normal, Patient is discharged improved, Diagnosis.—Toxemia of pregnancy; chorea, 
Treatment. Induction of abortion, curettage; morphine, lyoscine, iron, arsenic, 
foreed feeding, ete. Note.—Ilusband informed, me that patient gave birth to a 
full-term child 15 months after her discharge from the hospital. She had a_per- 
fectly normal pregnancy, Jabor, and puerperium, and there was no sign of any 
recurrence of her former condition, At the time this information was obtained, the 
baby was about three months old and the mother was in excellent mental condition. 

Case 4.—Med, No, 6161. F. M. P.; white, U. S., married, aged twenty-one; grav. 
ii. Admitted to Barnes Hospital October 8, 1919; suffers from a ‘* nervous break- 
down.’’ Family IJlistory.—Negative. Personal History.—Measles, varicella, and 
mumps in childhood; no sequel or complications; searlatina, six months ago, fol- 
lowing which there is a history of present trouble. Menstrual Iistory.—In- 
definite and not recorded. Married two and one-half years; 1 full-term normal 
pregnancy, healthy child; no abortions, 

Present Illness.—Began some six months ago, following a mild (2?) attack of 
searlatina of two weeks’ duration; after this, patient complained of headaches, back- 
aches, nausea, and oecasional vomiting; these attacks lasting from two to three 
days and recurring at intervals of four or five days; no increase in urinary frequency. 


‘gan two weeks before admission to hospital, when patient 


The present condition be 
went to bed because of ‘* nervous twitchings’’ beginning on the entire left side and 
extending to the right; severe backache; involuntary control over muscular move- 
ments; sphincter control is present; mind rational. 

October 8, 1919, 3:30 A.M. Temperature 99.6°; pulse 90. No history of tonsil 
or joint involvement; answers questions rationally; has continuous athetoid twisting 
movements involving arms, head, thumbs, and legs; no muscular twitching. There 
is a reddened pustular area, about the size of a 25 cent piece, on the right forearm, 
12:00 noon, Entirely irrational; movements are thrashing in character; placed in 
a restraining jacket. October 9th, Patient in constant chorcic movements of face and 
extremities; heart negative. ILyoscine hydrobromide, gr. 1/150 (hypo.); soft diet ; 
sodium bromide, 30 gr. three times daily; morphine gr. 4 every three hours, 8:00 


P.M. Temperature 108°; pulse 140; this was reduced by means of hydrotherapy; at 
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4 A.M., October 10, temperature was 97°; pulse 110. Soft diet discontinued, liquids 
substituted. 

October 9, 10:30 A.M., hot pack in blankets; jacket removed, 2:30 P.M. Broke off 
needle in patient; general anesthetic given to remove same; 500 ¢.c. of 4 per cent 
glucose injected. 5:15 p.m. Kept in bath at 98° F. for one hour; always violent 
movements except for two or three minute pauses from exhaustion; four to five 
people always necessary to restrain patient. 7:00 P.M, Patient somewhat improved ; 
apparently understands, but is unable to answer because of inability to control lips 
and tongue; morphine gr, 44; hyoscine gr. 1/100 given, 7:30 P.M. Sleeping; rectal 
temperature 108°; given colonic flushing of tap water; floors and walls padded with 
mattresses and patient turned loose on floor with special nurse in room. 8:25 P.M, 
Rectal temperature 103°, 10:30 p.m. Absolutely quiet for past hour, 11:45 P.M. 
Patient awake and choreic movements recurring, though less violent; seems perfectly 
clear mentally and able to answer questions promptly. 

October 10, 1919, 9:00 a.m. Mentally clear; pupils do not react to light; im- 
possible to see eye grounds; blood pressure 70-55; condition seems choreic; ordered 
continuation of two hour feedings, especially milk, buttermilk, fruit juice, forced 
water; drip if necessary, 11:50 a.m. Complains of abdominal pain; patient claims 
that she miscarried and an examination of the bed pan disclosed a four months’ 
fetus. An intact placenta was expressed without pain; no abnormal bleeding; all 
pain ceased with the expression of the placenta and patient promptly went to sleep. 
Routine postpartum care ordered. Patient slept most of the time for the next 
three to four hours, except when abrasions were rubbed with an ointment. When 
she was awake, mild choreiform movements were present. 

October 11, 1919. Eyes look large; chalazion on one lid. Eye grounds negative; 
no further choreiform movements to any extent. October 15. Acne eruption. Octo- 
ber 18, Ferrie sulphate and quinine, each gr. 2, and calcium sulphate gr. 4% after 
meals. October 19. Unable to detect any further choreiform movements. October 
26. Discharge Note: Upon admission, patient presented the hyperkinetic picture of 
a severe chorea; at times almost bordering on delirium, No treatment was particu- 
larly effective, although hyoscine, morphine, hot packs, continuous hot baths, ete., were 
used, until the second day of residence in hospital when the spontaneous abortion of 
a four months’ fetus occurred. From that time on, rapid improvement ensued, How- 
ever, a pyogenic infection of the abraded skin of the right arm and shoulder neces- 
sitated a week’s further treatment before complete recovery. Choreiform move- 
ments and acute maniacal state form the composite clinical picture presented by 
this case. The urinalyses were always negative except for a very few granular casts 
and a very faint trace of albumen on October 12, 1919. Blood examination, Octo- 
ber 10: Red cells, 3,440,000; white cells 22,600; hemoglobin 80 per cent. October 
13. White cells 23,600; October 14, white cells 15,400; October 15, white cells 14,400; 
October 19, white cells 16,600, Differential count, October 20: Large mononuclears 
and transitionals 8 per cent; lymphocytes 15 per cent; neutrophiles 74 per cent; 
eosinophiles 144 per cent; total cells counted 161. 

Temperature, on admission October 8, 1919, 99.6° F.; pulse 90. 7:30 P.M. Octo- 
ber 9: Temperature 108°; pulse 140; at 8:25 A.M., temperature 103°; 4:00 A.M., 
October 10, temperature 97°; pulse 110, After delivery, October 10; temperature was 
remittent, from 99 to 100.5° F. unti! October 15, after which it was intermittent 
from 97.6° F. to 100° F.; it was normal when patient was discharged October 26, 
1919. 


CASE 5.—Gyn. 1946, M. P. D.; white; single; U. S., aged twenty-one; clerk; grav. i. 


Applied at the surgical dispensary June 23, 1919, complaining of the presence of a 
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tumor of the ‘‘left side’’ for the past two months; no menses for four months. She 
gave a history of having had every Spring for the past four years, choreiform move- 
ments of the left hand, less so in the left leg; also that she would become ‘‘ jerky,’’ 
tongue felt heavy and she could not talk very well at such times, July 1, 1919. 
Referred to gynecological service of Barnes Hospital. Patient very nervous and 
restless. Temperature 99.5°; cries easily; does not want to remain in ward; she is 
frail and anemic; weighs 105 pounds; slight choreic movements limited to right 
side, Personal Ilistory.—Fell from top of a moving van when three or four years 
of age, and was unable to speak after this for more than one year. Four years ago 
she had an attack of chorea with fever and delirium; patient was in bed for four 
or five months, then recovered sufficiently to work. She was seen in the dispensary in 
July 1915, when she was unable to speak plainly and had slight choreiform move- 
ments of the right side; at this time she was treated with liq. potass. arsenitis for 
two months and, apparently, made a complete recovery. Patient worked as a clerk 
from that time until June 21, 1919. She had had several attacks of malaria; no 
history of rheumatism, Menses began at 11; regularly recurring every 28 days; dura- 
tion three days; flow scant; pain before onset of flow, dating from nervous attack 
four years before; denies exposure to impregnation. 

Present Illness.—Enters hospital because of tumor in abdomen, which she says 
moves, Patient admits exposure to impregnation and admits worrying over condi- 
tion. Physical EKramination.—Slight hypertrophy of right tonsil; slight adenoid 
mass; heart slightly enlarged, irregular, and rather rapid; slight roughened systolic 
second sound; right nephroptosis; fundus uteri extends 61% em. above symphysis. 
Temperature 99.5°. July 7, Refused noon meal; crying; complains of tongue being 
heavy and unable to swallow; examination reveals no visible abnormality; placed 
under observation. July 12, Diagnosis made of pregnaney and chorea, July 13. 
Blood pressure, 99-62, 

July 22. Patient very noisy all day; crying and fits of wild excitement; ran down 
fire escape from third to first floor; claims someone shot her in the back and has been 
threatened, July 24. Restless; moaning; placed in restraining sheet; few minutes 
later, 11:50 p.M., a loud noise was heard in the corridor; patient had escaped from 
restraining sheet and was found hiding in a small closet; she resisted every effort 
to be put back to bed, crying: ‘Don’t hurt me,’? and ‘* Did you kill my mother.’’ 
She was placed in a restraining sheet and given 1 ec. of hyoscine hydrobromide solu- 
tion (gr. 1/200). July 25, Patient totally disoriented; numerous hallucinations and 
delusions; seeing men at door and about room threatening her with firearms; also 
thinks they are trying to kill her mother; refers these delusions to various people 
working about her. Diagnosis.—l’sychosis associated with chorea accentuated by 
pregnaney, Prognosis unfavorable as to life; may be improved if pregnancy is inter- 
rupted. 

July 25. Left lids swollen from several large hordeola of upper lid; acute con- 
junctivitis of left eye; incision of hordeola recommended; frequent irrigations with 
boric acid solution, silvol in each eye every three hours, July 26th, 8:30 a.m, Inter- 
mittently rational and oriented. Two and one-half ¢.¢. hyoscine hydrobromide given. 
At 10:30 A.M., a uterine bougie was inserted and the vagina packed with sterile 
gauze. 2:15 pM. Awake, asking for doctor, mumbling and becoming loud of voice; 
given 1 ¢.c, of hyoscine, 5:30 pM. Complaining of abdominal pain, irrational and 
violent most of time despite a total of 17 doses of hyoscine given between 2:15 P.M., 
July 26, and 12:00 noon, July 28. Uterine bougie removed; cervix admitting finger; 
this dilatation was increased by means of a Goodell dilator, membranes ruptured 


and uterine and vaginal gauze packs inserted. 1:50 p.m. Awake and erying with 


abdominal pain; 1 ¢.c, hyoscine solution. Strong uterine contractions. July 29, 1919, 
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9:00 A.M, Very restless and noisy; biting, kicking, jumped out of bed; put in 
straight jacket and given 1 ¢.¢. hyoscine and morphine sulphate, gr. 4%. 11:20 a.m. 
-atient quiet; rectal temperature 105.2°; pack removed from vagina and uterus; 
os still shows only one finger dilatation; cervix partly obliterated. 650 ¢.c. urine 
removed by catheter. 12:35 p.m. Anesthetized; Bossi dilator used to dilate cervix 
to 6 em., fetus extracted by breech and placenta partly expressed manually and the 
remnants completely detached with finger; cervical tear on left; 1 ¢.c. sterile ergot 
injected intramuscularly, 4:30 p.m. Temperature 106.8°; comatose; given digitalin 


gr. 1/30 every four hours; sponge bath reduced temperature to 105.2° at 6:00 P.M. 
7:15 p.m. Acetone and diacetie acid found in urine; intravenous injection of 400 c.e. 
of 5 per cent soda bicarbonate solution, following which blood pressure was 78-48. 
7:35 P.M. Systolic blood pressure 64; given camphorated oil m.xv intramuscularly. 
9:15 Blood pressure 42-30, 10:15 PM, Died. 

Blood culture and Wassermann test were negative; urine always normal until 
July 28th, when % gram albumin per iiter was found; acetone and diacetie acid 
were found on day of exitus, Blood count, July 13, red cells 3,288,000; white 9,000; 
hemoglobin 80 per cent. No autopsy was obtained. 


Case 6.—Ob. 1048, J. L.; white; aged twenty-five; married; U, S., housewife; 
yvravida iv. Admitted to Washington University Hospital October 11, 1914, suffer- 
ing with acute chorea gravidarum; pregnant 31 weeks. Patient gave a history of 
having been perfectly well until four weeks before admission when she complained 
of headaches and dizziness for about four days and then began to have irregular 
jerky movenients of the left arm. These movements were not very marked, and 
did not give patient very much trouble. Two weeks before admission these symptoms 
became so severe that patient went to bed and, one week later, she was taken to the 
City Hospital, but remained there only three hours; insisted upon being removed im- 
mediately, Since then her condition had remained practically unchanged, 

Personal Iistorya—No rheumatism, tonsillitis, chorea, heart trouble, or serious 
illness of any kind, Patient had three normal full-term pregnancies and labors; she 
did not menstruate after first pregnancies until last child was born, All children 
living and healthy, ages five, three and one-half, and two years; puerpera uneventful ; 
has been working hard at home. On admission she was having constant jerky ir- 
regular movements of the left side of face and left arm, Cheeks and chin were 
flushed. She was well oriented as to time and place; seemed rational and, except 
for an occasional incoherent remark, had no hallucinations or delusions; no loss 
of consciousness; speech was slightly halting; no tremors; good sphincter control; 
no history of attacks during her sleep. 

Physical Examination.—Hyes react sluggishly; ears and nose negative; teeth fair, 
though considerably repaired; pharynx slightly congested; tongue deviated to right, 
moves irregularly, but has no tremor; heart negative, aside from a slight blowing 
systolic murmur, best heard in the second left intercostal space; lungs negative. 
The abdomen had no palpable viscera beyond a pregnant uterus of 31 weeks’ gesta- 
tion; fetal heart sounds heard in left lower quadrant, 150 per minute. Patient is 
of good muscular development; strength of both upper extremities equal; she is 
unable to control movements of left arm; surface temperature of latter slightly 
higher than on the right side; no adenopathy; reflexes well marked and equal on 
both sides; lower extremities negative, reflexes equal on both sides and quite distinct. 
Blood pressure 125-78. 

October 13. Choreiform movements have increased in violence and distribution ; 
patient throws herself from side to side; motor restlessness very marked; patient is 


delirious and has hallucinations; emotional state is variable with tendency to weep- 
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ing; illusions have referenee to murder and destruction of her family; mental con- 
fusion is striking. Diagnosis: Toxic delirium incident to chorea of pregnancy. 
Patient put upon forced feeding. She was delivered at 1:25 p.mM., October 13, by 
accouchement foreé, Child weighed 2290 grams and died three hours after delivery. 

October 15, Patient seemed to become more quiet after labor: but at 1:00 A.M., 
the morning following delivery, she became very delirious and had to be placed in a 
restraining sheet; morphine sulphate gr. 44, repeated after two hours, had little if 
any effect; she was then given morphine sulphate gr, %4 with hyoseine gr. 1/100 every 
three hours and remained quiet for a time. October 17. Patient’s general condition 
seemed better, not moving her limbs so much as before; temperature 101.4° F.; corre- 
sponding pulse rate and of good volume, October 19th. VPatient’s condition seemed 
much improved, but later became very restless and required morphine and hyoscine. 
Herpes labialis for several days. Blood count: Red cells 4,728,000; white cells 15,880; 
hemoglobin SO per cent. 

October 21, Condition has become slowly worse; delirium very marked; jerks 
moderately in her sleep; temperature increased gradually from 102° F. to 107.6° F. 
at 10:00 A.M.; pulse 160, For past several days patient has had an eruption over 
the left hand, arm, and buttocks, consisting of superficial vesicles filled with a 
seropurulent material; left hand swollen and pitting on pressure, though no con- 
striction of arm or injury found to account for it. The soft systolic murmur, found 
on admission, has changed to a louder to-and-fro sound, Patient was given 10 ¢.c. 
of antistreptococcic serum, Blood culture negative. Leucocyte count 21,560; hemo- 
globin SO per cent. Patient remained comatose all day. October 21, 3:40 P.M. 
Rectal temperature 109.6°. She died at 4:32 p. M. Temperature (rectal) immedi- 
ately after death 110.2°.,) Daily urinaiysis showed moderate amount of albumin, no 


casts. No autopsy was obtained, 


Of these six cases, ordinarily classed as chorea gravidarum, there 
seem to be two conditions included,—ordinary chorea minor and a chorea 
due to toxins incidental to pregnancy. There are instances of both con- 
ditions in this series. 

Case 1 is doubtful. Since the diagnosis of pseudoselerosis had been 
made some yvears ago and since in this condition involuntary movements 
occur, it is possible that this case was not one of chorea, but rather 
pseudosclerosis. ILowever, the condition seems to have been one of re- 
current chorea which had existed intermittently since childhood, with a 
recurrent rheumatism, probably caused by a chronic tonsillitis and nasal 
sinusitis. The pregnancy was, probably, merely coincidental to the cho- 
rea, and the chronie endocarditis was one of the sequelw often seen after 
nose and throat infections and after chorea. 

Case 2 seems to have been a chorea of the doubtful class as to the tox- 
icity of the condition ; however, because the patient rapidly became worse 
after medicinal treatment, it was decided to empty the uterus before a 
possible fatal stage for this malady should be reached. The fact that 
it was necessary to keep the patient in a straight jacket for weeks, under 
more or less ‘‘twilight sleep,’’ and supported mainly by means of rectal 
feedings, leaves little doubt as to the state of toxemia. 

Case 5 had a preceding sore throat. This might have been a Syden- 


ham’s chorea, judging from a diagnosis made on the history of previous 
g : ] 
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diseases ; however, the choreiform movements, plus the acute mania, and 
the observations of a careful observer, confirm the diagnosis of chorea in- 
saniens. 

Case 4 showed such rapid and striking improvement after the termi- 
nation of the pregnancy, that it leaves little doubt that this was an in- 
stance of true chorea gravidarum. 

Case 5 seemed at first to be a case of Sydenham’s chorea that reeurred 
during pregnaney, when the toxie element became more dominant. This 
case serves to emphasize the warning of Muehlbaum that recurrent cho- 
rea in a subsequent pregnancy renders the prognosis more grave. 

Case 6 was a true chorea gravidarum occurring in the eighth month 
of an otherwise normal pregnancy. There was no history of any ante- 
cedent chorea or disease that might have caused the chorea. The history 
of three successive pregnancies, and more or less continuous lactations, 
might have been factors in lowering the resistance of the patient, and the 
nervous element, the result of her domestie difficulties, perhaps excited 
the acute attack. The temperature and heart findings suggest that the 
cause of death, eight days after delivery and after an apparent improve- 
ment, was probably endocarditis, though a blood culture failed to sub- 
stantiate this. 

All of these patients had an elevation of temperature ranging from 
100° I. to 108° I*., even those who recovered; while the elevations 
reached 108.8° and 109.6° T°. in the two fatal eases. All had a rapid 
pulse, usually in the neighborhood of 110 to 120, and always out of 
proportion to the temperature. There was a definite history of mental 
anxiety and more or less nervous strain present in four of them; only 
one patient had a definite rheumatic history. 

All patients were considered toxemic and so treated by emptying 
the uterus. The presence of fever, rapid pulse, choreic movements, 
more or less delirium, inability to take a sufficient amount of food, 
and the lack of improvement shown after medicinal treatment, all ¢om- 
bined to fulfill the requirements set forth by Hellier as indieations for 
an interruption of the pregnaney. Our practice has been to empty the 
uterus of all patients with chorea gravidarum where an acute onset 
first occurred during the pregnancy. Case 5, which resulted fatally, 
was an instance of Bumm’s warning and was probably due to the fact 
that the case was considered a simple chorea of the recurrent type and 
the delay proved fatal. The other fatal cease was also one in which 
considerable delay took place. 

Among my six eases, there was no history of chorea in the family; 
the mother of Case 2 gave a history of having had an attack of nerv- 
ous prostration. All six patients were between the ages of 20 and 25. 
The gestation periods at which the condition occurred were equally di- 
vided; two of them oceurred during the first trimester, two dur- 
ing the second, and two during the third trimester of pregnancy. 


| 
| 


954 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


Only one patient had had a definite attack of chorea previously, and 
this same individual was the only one who gave a positive history of 
rheumatism; a second patient, who had been thought to have had cho- 
rea before, was later diagnosticated as suffering with pseudosclerosis 
and might be classed as a doubtful recurrent chorea. Only one case 
was certainly recurrent, and this one resulted fatally. 


CONCLUSIONS 


From a consideration of these six cases and my review of the lit- 
erature treating of chorea gravidarum, the following conclusions are 
reached : 

Pregnancy in a choreic individual is not necessarily serious, though 
it may assume this character; however, an acute chorea beginning 
during pregnaney is always a grave affection. 

A pulse rate persistently above 100 and the presence of fever, de- 
lirium, and an inability to take sufficient nourishment and rest, comprise 
a picture of the deepest gravity. 

More attention should be given to guarding against predisposing fae- 
tors. Among the needs in this connection may be mentioned the fol- 
lowing: Proper diet, elimination, exercise without fatigue, adequate 
rest, and absolute freedom from extraneous worries and cares. Dur- 
ing the puerperium, guarding against mental and physical exhaustion, 
improvement in nutrition and general physical condition, proper elim- 
ination, adequate rest, ete., are very important. The interests of the 
patient are best conserved by early emptying of the uterus as soon as 
a definite diagnosis of chorea is made. Pregnancy in the choreie indi- 
vidual should be treated symptomatieally, and interference with gesta- 
tion instituted only upon the appearance of symptoms conclusively 
pointing towards the severe form of chorea. Sterile blood cultures 
from three cases, two of which were fatal, and the rapid improvement 
shown after the termination of pregnaney, justify the belief that cho- 
rea gravidarum is of toxemie origin. 
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WALL BUILDING. 


ENTWINING OF UMBILICAL CORDS IN SINGLE AMNION TWIN 
PREGNANCY* 


SAMUEL F. Aprams, B.S., M.D., St. Louts, Mo. 


HE placenta of single ovum twins is usually made up of a single 

chorion, a double amnion and two umbilieal cords. Occasionally, 
there have been described eases in which a single amnion was found 
in this type of placenta. In such cases there usually results an en- 
twining of the two cords which leads, in most instances, to the death 
of one or both fetuses and also to miscarriage or to premature labor. 

Williams states, in his textbook, that, in the rare instances in which 
single ovum twins are enclosed in a common amnion, their umbilical 
cords may become so twisted with one another and interfere with 
each other’s circulation that the death of the fetuses and early termina- 
tion of the pregnaney takes place. He mentions that Sonntag in 1905 col- 
lected 23 such cases from the literature. So far as | know, the publi- 
cation of Sonntag is the most complete and also the most important 
publication in the literature concerning single amnions in twin preg- 
nancy. In this article, Sonntag discusses the etiology of twin preg- 
nancies as a whole and more particularly reviews the opinions as re- 
gards the origin of single amnions in single ovum twin pregnancies. 
Ile refers to the two theories, which are directly opposed to each other. 
According to the first, a double amnion is developed and as a result 
of a tear in the partition separating the two amniotic cavities, the 
cavities are united and the ruptured partition is subsequently absorbed. 


*Read before the Sixty-sixth Meeting of the Washington University Medical Society, March 
8, 1920. 
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In the second theory it is suggested that, if two embryonal spots de- 
velop close to each other, it is possible that one amnion will enclose 
two fetuses. Sonntag quotes Bumm (1902) as an advocate of the latter 
theory. Sonntag also mentions B. S. Schultze as holding the same 
opinion. Sehultze contends that the disappearance of the previously 
existing amniotic partition is unlikely. 

Kleinwiichter is quoted by Sonntag as stating that these cases pri- 
marily develop a double amnion, which, as pregnancy advances, be- 
comes torn and as a resulting atrophy of the torn partition, a single 
amniotic cavity is established. Ahlfeld holds that it is possible that 
the amniotie partition which has been ruptured can be absorbed; but 
it must take place in a comparatively early stage of development, that 
is, When the amnion is still a fine, thin, and readily absorbable strue- 
ture. This author also points out that in these cases the insertions of 
the cords are very close together, an observation which Zweifel and 
Bumm have also noted and which, the latter states, speaks for the 
development of only a single amnion. 

Sonntag collected 23 cases of single amnion twins from the liter- 
ature. There were two cases of living twins at full term. In one of 
these there was twisting of the cords, one about the other, and in 
the other only the formation of knots. There were five cases in which 
there was one living child at full term and in four of these cases there 
was knotting and entwining of the cords. The remaining cases were, 
for the most part miscarriages between the third and fourth months, 
and all showed both entwining and knotting of the cords with the 
exception of three, two of which showed only knotted cords, and in 
one only the cords entwined. 

Jaschke in Liepman’s Iandbuch der Frauenheilkunde, (1914), men- 
tions that the umbilical cords in single ovum twins can at times have 
the same placental insertion or even be definitely united to each other. 
In such cases the double amnion is almost totally destroyed, and the 
two cords are inserted very closely together. If one stretches these 
‘cord insertions, one can usually see the remnants of the former mem- 
brane between them. Such a case was very clearly observed by him- 
self. [I will show later that the case which [ report, answers very closely 
to this description. 


The specimen herein deseribed (Fig. 1) was expelled from a uterus which appar- 
ently contained a pregnancy of about twenty-four weeks’ duration, It consisted of a 
single ovum placenta, with two cords wrapped about each other several times, two 
fetuses, and a single amniotic cavity. The patient from whom the specimen was ob- 
tained gave the following history: She was thirty-eight years of age, pregnant for 
the fourth time, having previously given birth to three healthy children at full 
term with normal labors. Her last period was June 26, 1919. Examination on 
August 22nd revealed a uterus the size of an eight weeks’ pregnancy. On September 
25th, the uterus should have been the size of a twelve weeks’ pregnancy, but the 


examination then showed the fundus at the umbilicus. Up to this time the patient 


$ 
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had not felt life, nor could the heart sounds be heard. She did not present herself 
again for examination until December 5, The uterus had not increased noticeably 
in size since the last examination. The patient had felt no fetal movements, nor 
could fetal heart sounds be elicited at the time of this examination. On December 9, 
the patient miscarried, 

The specimen consisted of a single placenta to which were attached two cords. 
The placenta measured 10.5 by 11 em. and was about 1 cm, thick. The membranes 
surrounding the periphery of the placenta were comparatively thick, retracted, and 
appeared edematous. The two cords varied greatly in size. The larger cord, was 
attached to a well developed but mummified normal fetus, 17.5 em. in length. This 
cord, which was 25.5 em. in length and 0.5 em, in diameter, was attached centrally in 
the placenta. The smaller cord, about half the diameter of the larger cord, at its 
placental insertion, was 14 em. long and gradually became thinner as it reached its 
attachment at the umbilicus of the smaller fetus. 

At about 0.5 em. from its attachment to the placenta the smaller cord divided 


into two branches. The smaller branch of the small cord was inserted into the 


placenta about 1.5 cm. from the insertion of the larger and the larger branch of the 
small cord was inserted into the larger at the placental attachment of the latter. 
By pulling the smaller cord near its attachment a definite fold presented itself, which 
shut off a smaller cavity from the much larger amniotic cavity. Eight em, from 
this placental extremity the smaller cord was wound around the larger cord 
for two complete turns. Immediately above these turns this cord was tied 
into one true knot and above this knot it was greatly twisted upon itself. It was 
broken off from the umbilicus of the smaller fetus at a distance of about 2 mm. 
from the umbilicus, At this point the cord was less than 1 mm, in diameter, The 
fetus which was attached to the smaller cord was 10.5 em. long, and answered the 
description of a monster known as ‘‘aeardiacus acephalus.’? This fetus presented 
two normal lower extremities, male genitalia, and trunk, and was without upper 
extremities and without a head, About 1.5 em, from the attachment of the lower 
extremities the attachment of the umbilical cord could be seen; a piece of cord about 


2mm, in length and less than 1 mm. in diameter was attached here. 


With the above elinieal history and the description of the specimen, 
I believe that we are dealing with a case of single ovum twins with 


— 
Fig, 1. 
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a rather free anastomosis of the vessels leading to both cords. At 
a rather early period the stronger twin encroached upon the blood 
supply of the other to a very marked degree; resulting in the acardiae 
moustrosity, which represented the smaller fetus. Also as a result of 
the hypertrophy of the heart of the larger twin a hydramnios resulted 
which accounted for the large size of the pregnant uterus at the 16th 
week of pregnancy. Whether the twisting of the cords was an early 
process or not, one cannot definitely say. The length of the larger 
fetus would indieate that this had been growing normally until about 
the 4th month of pregnancy. Whether or not the amnion was torn 
through and the entwining of the cords took place after this 
time, [ cannot positively say, but this seems quite likely. On the 
other hand, on account of the close association of the two cords the am- 
niotie partition might have been only partially developed, and the 
twisting of the eords could date back earlier in the pregnancy, and 
by a rather gradual process, the smaller cord so constrict the larger 
cord that its blood supply would finally be cut off. In either event, 
this constriction of the larger cord on account of the size and develop- 
ment of the larger fetus, as above mentioned, could not have taken 
place before the sixteenth week of pregnancy. 
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THE OVARY AFTER HYSTERECTOMY FOR FIBROIDS 
(A StTupDy ) 
By E. M. Hawks, M.D., New York City 


Iii purpose of this paper is to record some observations in regard 
to the ovary left after hysterectomy for fibroids. The study is 
based on a series of 84 cases from the service of Dr. KE. H. Pool, Second 
Surgical Division, New York Hospital. 


The operations were performed 
in the years 1915 to 1919 inclusive. 


The examinations in the follow-up 
clinie were made by the members of the visiting staff. 

Of 91 cases discharged 84 returned for examination. <All were ex- 
amined at least once and most of them several times. When this sum- 
mary Was made 50 had been followed one year; 26 two years; 14 three 
years; 10 four years and 6 five years. 

In reviewing the reports an attempt was made to answer two ques- 
tions: (1) What benefit was derived from leaving the ovaries? (2) 
What harm came from leaving them? 

The most common symptom of the surgical menopause is the vaso- 
motor disturbance called ‘flushes’? by the patients. The patient feels 
a sense of heat and she says she has a ‘‘flush.’? When there is only 
this sense of warmth the flushes are classed in these observations as 
moderate. If the patient complains either of dizziness, faintness, 
choking or fear of death in addition to the feeling of heat, the flushes 
are termed severe. Observations were made as to the occurrence, time 
of onset, and severity of the flushes, 

Three cases had passed the natural menopause by several years and 
in another case an adequate history had not been obtained. These 
four were not included in the subjective study. 

lor comparison the cases were grouped according to whether both 
ovaries had been removed, one ovary left, or both left. 

When this review was made, all the cases had been examined at three 
months. At that time of 18 cases, who had had both ovaries removed, 
seven (39 per cent) had flushes, and in six of these they were severe. 
Of forty cases who had one ovary left seven (17 per cent) had flushes 
and in two they were severe. Of 21 cases with both ovaries retained, 
one (5 per cent) had flushes but not severely. So at three months 
there was a decided advantage in leaving both ovaries and considerable 
benefit in leaving one. 

At one year there were eleven patients who had had both ovaries 
removed and seven (63 per cent) had flushes. There were twenty- 
four who had one ovary left and eight (33 per cent) had flushes. There 


959 


960 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


were fourteen with both ovaries retained and four (29 per cent) had 
flushes. There were no additional cases at this time in whom the 
flushes were severe. 

At two years there were six cases in the first group and three (50 per 
cent) had flushes; twelve in the second group, four (35 per cent). 
In one case in this group, with one ovary left, the onset of the flushes 
was at two years and they were severe. There were eight cases in 
the third group and four (50 per cent) had flushes. That was a de- 
cided increase in the percentage in that group and there was one case 
in the same group who had severe flushes beginning at two years. 

At three years there were five cases in the first group and two had 
flushes; seven in the second group and two had flushes; two in the third 
group and one had flushes. 

At four years there were four in the first group and two had flushes; 
five in the second group and two had flushes; one in the third group 
and she had flushes. 

At five years there were three in the first group and one had had 
flushes; three in the second group and two had had flushes. There 
were none in the third group. 

In short, the ouset of the flushes was delayed when one ovary was left 
and further delayed when both were left. The severity was diminished 
when one ovary was left and almost eliminated when both were left. 

There were sixty-five cases who had one or both ovaries left. It 
has been the practice on this service not to remove healthy ovaries. So 
there was a comparatively large number of cases for study as to possi- 
ble harm arising from retained ovaries. 

Six of the sixty-five, at three months, complained of pain at the site 
of a retained ovary. This pain was transitory and no mention was 
made of it in any of the later reports of these cases. One of these 
and five others, at three months, had a mass two to three inches in 
diameter at the site of a retained ovary. These swellings were noted 
as having disappeared in five of the cases and no mention was made of 
it again in the sixth case. There was a seventh case who did not re- 
turn for first examination until three years after operation. She had 
a cystic ovary six inches in diameter. She complained of frequent 
urgent micturition and was the only case referred for secondary op- 
eration. She had a positive Wassermann and the diagnosis of tabes 
was made when she had the hysterectomy. She did not enter the hos- 
pital for the second operation and has disappeared. 

Only one case had both pain and swelling in an ovary. In all, then, 
there were twelve cases of the sirty-five, or one in five, who had any 
trouble with the retained ovary. In eleven of the twelve it was tempo- 
rary. 


It is interesting to note in regard to these women who had trouble 
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that, as Dickinson and Sampson elaim, it seems preferable to leave 
the tube with the ovary. In twenty-eight cases in whom the tube 
was removed and the ovary left there was either pain or swelling at 
the site of the retained ovary in eight or in one in three. In thirty- 


Fig. 1.—Section of recent corpus luteum, x13, from an ovary retained two years after 
hysterectomy. 


Fig. 2.—Section of same under high power. 


seven women, on the other hand, who had the tube left with the ovary 
there was trouble in four or in one in nine. There was, then, one third 
the trouble with the tube and ovary left together that there was when 
the tube was removed. The case mentioned above, which was referred 
for secondary operation, had a retained ovary after removal of both 
tubes and the other ovary. 


| 
\ 
| 
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Objective evidence as to the condition of retained ovaries after two 
years was afforded by one case. She had had a supravaginal hys- 
terectomy and double salpingectomy for fibroids and chronic salpingitis 
at the age of thirty-four. Two years later a secondary operation for 
incisional hernia was done. She had had flushes moderately, beginning 
one year after the hysterectomy. 

The left ovary was found to be one-third larger than normal, ap- 
peared cystic, and was firmly adherent to the mesentery of the sig- 
moid. It was entirely removed, but in pieces on account of the ad- 
hesions. The right ovary appeared more nearly normal. <A = seetion 
of it was taken for examination, 


Fig. 3.—Section of graafian follicle with ovum from ovary retained two years after hysterectomy. 


The pathologist’s report on the pieces of the left ovary and on the 
section from the right was as follows: 


‘*Specimen consists of; (4) three pieces of tissue, the two largest each about 2 
em. in diameter. One of these contains a corpus luteum, measuring in the fixed con- 
dition 14x} em., having a corrugated yellow rim surrounding a central hemorrhagic 
area, (Fig. 1.) The other, flatter, contains a few small clear cysts and a smail 
corpus luteum measuring 4 cm, in diameter, (B) A small piece of tissue removed 
from the right ovary. 

Microscopie.—One of the sections of (4) shows the typical features of a corpus 
luteum, containing red blood eells and fibrin, but there is only a very small amount 
of new connective tissue beginning to line the cavity. (Figs. 1 and 2.) <A section 
of the ovary (4) shows numerous dilated blood vessels, many of them with thick- 
ened walls, There are also sections of later stages of corpora lutea, more or less 
completely fibrosed and a few follicular cysts, A section of (B) shows the material 
to consist of ovarian tissue with a small corpus luteum. The section shows but few 
graafian follicles, (Fig. 3.) 
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The pathologist’s statement concerning the above report was that 
the presence of a fairly recent corpus luteum was evidence that the 
ovaries were functioning in so far as ovulation was concerned, but 
that an opinion concerning the internal secretory function could not 
he rendered on the basis of the morphologie evidence at hand. He 
also said that if we wished to speculate we might assume that the 
ovaries were elaborating their internal secretion inasmueh as they 
were apparently capable of carrying on the function of ovulation. 

It is fair to conclude that these observations indieate that it is 
better to leave healthy ovaries and tubes after hysterectomy for fi- 
broids done before or near the time of the menopause. This conelusion 
is based on the following points: 

1. The onset of the vasomotor disturbance was delayed when one 
ovary was left and further delayed when both were left. The severity 
of the symptoms was diminished when one ovary was left and almost 
eliminated when both were left. 

2. Very little serious harm was caused by a retained ovary. One 
case in sixty-five was referred for secondary operation on account 
of a eyst. Twelve cases in sixty-five complained of pain or had a 
swelling at the site of a retained ovary but in eleven of the twelve 
the trouble disappeared after about three months. 

3. There was more trouble when the tube was removed than there 
was when it was left with the ovary. 
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(For discussion, sec p- 977.) 


A STUDY OF TILE HEMOGLOBIN AFTER CHILDBIRTH WITH 
SPECTAL REFERENCE TO THE RESUMPTION 
OF MENSTRUATION* 


By M. Pierce Rucker, M.D., RiciMmonp, Va. 


ERE L inclined to levity on this occasion, L should define preg- 

nancy as a disease of profound metabolic disturbance that termi- 
nates by crisis about the two hundred and eightieth day. The analogy 
could be pursued further in the same spirit of playfulness, in the con- 
sideration of its etiology and symptomatology. The chief factor in its 
causation has been well known for ages, as numerous passages in the Old 
Testament show. Modern medicine has been able to throw very little 
udditional light upon the subject. Take, for instance, the question of 
natural immunity. Why some women never conceive is clouded in as 
much mystery now as it was in Biblical times. Then there is an acquired 
immunity, which is a sore subject to obstetricians. Yet truth compels 
me to state that even today, with abundant and sufficient knowledge of 
usepsis available, one attack of pregnancy too often confers a lasting 
protection, 

But, whether we consider pregnaney a pathologic condition or a physio- 
logie one, a study of the blood indicates that a profound change takes 
place. A decade ago, medical literature was full of reports of cases of 
pernicious anemia due to pregnancy. These cases occurred either before 
or after delivery, and the outcome was thought to be usually fatal, al- 
though Osler,' in a recent article, considered them to have a rather 
favorable prognosis. Thompson*® studied the blood in twelve cases of 
‘normal’? pregnaney. Tle found that in the middle months of preg- 
nancy there was a decrease in hemoglobin and an increase in leucocytes. 
As the patient appreached term, there was an increase both in the per- 
centage of hemoglobin and in the number of white cells. Bear* has 
shown that at the crisis, especially in primipara and in patients having 
hard labors, there is a leucocytosis, the count often reaching 18,000. So 
far as L have been able to find out, there has been no report of a study of 
the hemoglobin following delivery. 

It is a popular belief that a woman does not menstruate so long as 
she nurses her baby. Why this should be, | cannot understand, for 
all the medical literature on the subject is opposed to this belief. Sun- 
din,* in a study of 400 cases, found that from 55 per cent to 59 per cent 
menstruate while still nursing their babies, and that more than one-third 


*Thesis submitted for admission to the American Association of Obstetricians, Gynecologists 
and Abdominal Surgeons, 1920. 
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begin menstruating in the first two months after childbirth. Jacobius® 
found that 79 out of 180 lactating women were menstruating the sixth 
month after delivery. He was unable to make out that menstruation had 
any effect on the baby save possibly a very transient restlessness or diar- 
rhea. He found no changes in the milk at this time. Sanes,® however, 
states that menstruation during lactation was not of the patient’s usual 
type, it is frequently of longer intervals. The periods of amenorrhea 
preceding the establishment of menstruation were found to be variable. 
The patient’s behavior in this respect varied with different pregnancies. 
Khrenfest,’ in a study of 209 patients and 309 births, finds that in over 
80 per cent of all lactations first menstruation appears before the ces- 
sation of lactation. In primiparous women the percentage is still higher 
(84.6 per cent). He finds that retrodeviation of the uterus favors an 
early resumption of menstruation, 70.3 per cent as compared with 51.3 
per cent of unclassified cases beginning to menstruate within twelve 
weeks postpartum. Ife coneludes as follows: ‘‘ A debilitating influence 
exerted immediately by labor and later by the loss of body fluids during 
lactation, with rare exceptions, temporarily arrests ovulation. As soon 
as the disturbed equilibrium is restored, the ovary resumes its function 
of ovulation, and the first corpus luteum sends its specific hormone to the 
endometrium. The response of the latter probably to a certain extent is 
dependent upon the anatomie condition of the uterus. If normal, a typi- 
cal menstrual flow ensues; if subinvoluted or for other reasons hypere- 
mic (retroflexed) the reaction may be unusually strong. On the other 
hand, if the uterus is in an atrophie condition, it may require the stimu- 
lations from more than one ovulation until it becomes anatomically re- 
stored to the degree of resuming its function. As a rule, menstruation 
continues practically regularly during lactation when once established. 
The debilitating effect of lactation is obviously dependent upon the gen- 
eral condition of the woman. Therefore, usually the disturbance in the 
equilibrium of body fluids ends sooner and menstruation reappears ear- 
lier in the strong and healthy woman. Tor the same reason the amenor- 
rheie state in general will last longer in the sick or weak woman, in the 
primigravida, whose labor, as a rule, is longer and more exhausting, and 
in the woman suckling a large child. But in the majority of women 
the equilibrium is regained before they have actually ceased to nurse 
their children, and, therefore, in the majority of instances menstruation 
reappears before the function of lactation is ended.’’ It is not quite 
plain, either in Ehrenfest’s analysis of his cases or in the fitting of his 
facts to Fraenkel’s theory, why retrodisplacement of the uterus favors 
early restoration of ovulation. 

Novak,* by correlating the histologic appearance of the corpus luteum 
removed at operation with the clinical history of the patient, finds that 
the corpus luteum matures at the time in the menstrual cyele in which 
the endometrium exhibits the premenstrual hypertrophy. He believes 
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that the luteum cells are concerned in the causation of the menstrual phe- 
nomena, and thinks that the paraluteum cells are concerned in the im- 
portant function of fixation of the ovum in the early part of pregnancy. 
If I read Novak right, ovulation precedes menstruation by the length of 
time it takes the corpus luteum to develop, i. e., 28 days, and there is no 
need for an elaborate conjecture as to the condition of the uterus to ex- 
plain why pregnancy may, as it often does, take place before menstruation 
reappears, as is done by Ehrenfest ; or the assumption of a menstrual-in- 
hibiting hormone formed by the lactating breast, as is done by Novak. 
The latter states that the amenorrhea of anemia, phthisis, and other 


PABLE I 


SERIES OF 74 CASES WITH HEMOGLOBIN ESTIMATION 


CASE HB, ON MONTHS 

NO. ADMIS. I mom i REMARKS 

10) . 84 . Influenza 

91 ‘ . Hemoglobin 72% in the X month. 
174 Hemoglobin 61% in the VIL month. 
234 : ‘ « OF « 

238 65 , ‘ ‘ ; : . Hb. 70% in the 1X and 85% in the XI Mo. 
254 75 . tb. 70% in the IX month. 

270 ‘ « CF 

281 

289 

293 70 ‘ . 

304 . 68 

308 55 . FO Broken kidney compensation, 
310 « 

311 

312 70 

315 45 ‘ « we 

$25 15 

333 

336 85 

341 61 8d 

343 « . 60 - Hookworm eggs found in stool. 

349 70 - 80 


or 


oe 60 
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TABLE I—ConT’pD 
SERIES OF 74 CASES WITH HEMOGLOBIN ESTIMATION 


CASE HB. ON MONTHS 

NO. ADMIS. I II Wt IV V_ VI REMARKS 

357 . 46 58 61 70 TS . Postpartum hemorrhage. 

361 62 90 

363 . Hookworm eggs found. 
369 . 80 

371 71 - 

376 61 . 80 Influenza and pneumonia. 

380 45 ? . a - & . Mastitis with high fever in II month. 
381 64 78 82 

387 100 - 6s 

388 54 . Wassermann four plus. 
393 90 . Wassermann four plus, 
10:3 28 42 . Malaria. 

105 75 . 

406 . . Mastitis with temp. 103 in T month. 
407 . 80 

408 72 - 92 

410 . 64 

415 . 60 71 

421 39 45 48) 65 

422 65 . 80 ° 

425 60 74 


404 78 O78 Ct; 
995 


70 . Hb. 67% in the VIIL and 71% in the TX Mo. 


427 82 ~ 2 ‘ . Acute tonsillitis in the second month. 

430% . 65 

435 70 65 

444 75 6 

451 72 . 80 

AVER- 68.365 72.672 72.9 75.5 76.8 

AGE 


debilitating conditions is due either to an inhibitory effect on the seere- 
tory cells of the corpus luteum, or, more probably to the failure of 
ovulation itself. Why not include pregnaney, labor, and possibly lacta- 
tion in the debilitating conditions? As recovery takes place ovulation be- 
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gins anew, and as the resulting corpus luteum matures, menstruation 
starts again. This, however, may be arrested by the fertilization of the 
ovum. 

The present study was undertaken to see what, if any, was the debili- 
tating effect of child bearing. The percentage of hemoglobin was taken 
as a measure because, first, it was known to be decreased in pregnancy, 
and seeond, its estimation was easy. The analogy of the disturbance of 
menstruation in chlorosis to the amenorrhea of the puerperium makes 
the hemoglobin percentage a natural measuring rod for this work. All 
the determinations were made with the same instrument, a Sahli’s hemo- 
elobinometer. The subject material for the study was the best and most 
intelligent of my private practice together with cases seen at the Spring 
Street Ilome. The inmates of this institution must nurse their babies 
for four months, and for that length of time are under observation. The 
dispensary patients and the middle class patients cannot often be in- 
duced to cooperate in such a study as this. The patients were apparently 
free from disease except where noted in Table IT. All save two had neg- 
ative blood Wassermanns. ‘Two others, in the second week postpartum, 
developed aching, fever, and enlarged spleen, and malarial organisms 


TABLE IT 


CASES THAT FLOWED FoR MORE THAN Four WEEKS 


CASE HB. ON 

NO. ADMIS. I IV VI REMARKS 

270) §2 67 

3235 45 ‘ Sl 

346 90 SO 

70 ‘ 80) Anteflexed uterus 
397 16 DS 61 70 78 

481 65 78 82 : 7 Anteflexed uterus, 
387 100 63 Anteflexed uterus. 
403 28 42 Anteflexed uterus. 
110 64 76 ‘ 

113 75 70 90 Anteflexed uterus. 
415 ‘ 75 60 71 

$21 35 45 48 ~~ 65 Retroflexed uterus. 
$27 82 78 72 ‘ Retroverted uterus. 

65 

135 70 65 Retroverted uterus. 

149 71 
451 72 SO Retroverted uterus, 
466 -. 58 67 


AVERAGE 66.7 62.2 69 71.3 73.5 78 “67 
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were found in the blood. These cases of malaria were treated witli 
quinine. Cases 357 and 415 were given cacodylate of soda. Otherwise 
there was no medication that could have had any possible effect on ovu- 
lation or menstruation. 

Table I gives the entire series of 74 patients with the hemoglobin 
arranged according to the time it was taken. The first column gives the 
hemoglobin percentage when the patient was first seen, usually about the 
middle of pregnancy. The other columns give the percentages in the va- 
rious lunar months postpartum. You will see at once that, where more 
than one determination was made in the puerperium, there was a steady 
increase in the hemoglobin with the following exceptions: Cases 380 
and 406 had a stationary hemoglobin, and both cases had mastitis after 
leaving the hospital. Cases 343, 415 and 427 showed a decline in hemo- 
globin percentage. The first of these had uncinariasis. The last had an 
acute attack of tonsillitis between the two examinations. The average 
hemoglobin percentage for the various periods is suggestive. On ad- 
mission the average percentage was found to be 68.3 per cent. In the 
first month postpartum it had fallen to 65 per cent and then there was 
a steady rise until the sixth lunar month. After this time the figures 
are too few to give any real average. Thus we see that, both individually 
and collectively, we have a gradual improvement in the hemoglobin from 
the first to the sixth month. If we classify the eases according to their 
behavior towards menstruation, we get quite a different picture. Table 
Il contains all eases that had a bloody discharge for four or more weeks 
postpartum. This flow is essentially an anatomie one, and differs in its 
etiology from the menstrual flow, which has its origin in the activity of 
the corpus luteum. The average readings of these twenty-four cases are 
lower in the first three columns than those of Table I. Four of these pa- 
tients, or 16.66 per cent, began to menstruate in the second lunar month. 
One menstruated in the fifth, and two in the ninth lunar month. In 
other words, only 37.6 per cent of these patients were menstruating by the 
end of the sixteenth week postpartum. When we compare this with 
Table I, or the unelassified cases, we see a marked difference. Of the 
unclassified cases, 31.1 per cent were menstruating in the second lunar 
month, 16.2 per cent more in the third, and an additional 6.7 per cent 
in the fourth lunar month, making a total of 54 per cent who were men- 
struating in the first sixteen weeks after delivery. Thus we see that pa- 
tients in Table IT are somewhat substandard, as is shown by the slowness 
with which their endometrii heal, the lower hemoglobin percentages, 
and the delaved reappearance of the menstrual flow. 

Table IIT gives the cases arranged in groups according to when the 
resumption of menstruation took place. Group A, or the patients that 
began to menstruate in the second lunar month, has a slightly higher 
hemoglobin pereentage on admission than Table T. The postpartum rise, 
however, is more rapid, the figures being: 74, 75.1, 74.5, 77.7, 75, 84. 


Group B, or the cases that did not begin to menstruate until the third 
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lunar month, has a much lower antepartum hemoglobin, and the post- 
partum rise is slower. Groups C, D, E, F and G contain so few cases 
that they may be disregarded. It is interesting to study the individual 
cases of this table. In twenty cases the hemoglobin was determined at 
TABLE III 
CASES CLASSIFIED ACCORDING TO MONTIL THEY BEGAN TO MENSTRUATE 
CASE JiB. ON MONTHS 


NO. ADMIS. I II if IV Vv VI REMARKS 


A. Cases beginning to menstruate in the second lunar month. 


6S 

508 55 70 Anteflexed uterus, stillborn baby. 

310 74 Anteflexed uterus. 

S15 45 

80) 

342 63 77 S4 Anteflexed uterus, 

361 62 a0) ‘ Anteflexed uterus, 

OF 71 : 70 ‘ Anteflexed uterus, 

380 15 76 76 Anteflexed uterus. 

387 100 63 ‘ Anteflexed uterus. 

388 54 9] Anteflexed uterus. 

393 89 78 90 Stillborn baby. 

108 72 92 Retroflexed uterus. 

23 60 74 

124 78 78 Anteflexed uterus, baby died when 
one day old. 

130) 74 78 

144 75 76 Retroflexed uterus, stillborn baby. 

151 72 ‘ 80) Retroflexed uterus. 

AVERAGE 69.5 74 75.1 74.5 77.7 75 84 


B. Cases beginning to menstruate in the third lunar month. 


261 60 = 77 Anteflexed uterus. 
279 On 

293 70 74 Stillborn baby. 
25 15 8] 

381 63 |78 82 Anteflexed uterus, Stillborn baby. 
403 28 12 ‘ Anteflexed uterus. 
404 63 76 Anteflexed uterus, 
407 SO ‘ ‘ ‘ Anteflexed uterus. 

AVERAGE 60.9 67.7 66.5) 74 79 T4977 
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TABLE III—ConT’p 


CASES CLASSIFIED ACCORDING TO MontTH THEY BEGAN TO MENSTRUATE 


CASE HB. ON MONTHS 
NO. ADMIS. I II III 1V v VI REMARKS 


C. Cases beginning to menstruate in the fourth lunar month. 


238 65 = Retroflexed uterus, 

326 95 70 76 

349 70 80 Anteflexed uterus, 

376 61 . 60 - | - 80 -  Weaned the baby on account of 


mother’s lung condition. 


D, Cases menstruating first in the fifth lunar month. 


337 73 s 76 ~—-Anteflexed uterus. 
357 46 58 61 70 | 78 
E. Cases menstruating first in the sirth lunar month. 
234 - | 80 
F. Cases menstruating the first time in the seventh lunar month. 
225 70 = . : : : . | Hemoglobin was 67% in the IX & 


71% in the X mos. 


G. Cases that did not menstruate in the first seven months after childbirth. 


91 - Hemoglobin was 72% in the X 
month. 

254 75 . Hemoglobin was 70% in the IX 
month. 

311 


the time menstruation reappeared. The average percentage of hemo- 
globin at this time is 74.9 per cent. The extremes are 55 per cent and 
91 per cent. The former had a 55 per cent hemoglobin when first seen, 
and it is possible that her ovaries had become accustomed to functioning 
in an impoverished medium. 

In order to readily fix the attention to the time of resumption of men- 
struation, I have dropped a perpendicular line in front of the month in 
which menstruation was resumed. In Group G this line was drawn after 
all the figures, for the reason that these cases have been followed for 
seven or more months and have not menstruated. You will see at once 
that with six exceptions, no figure to the right of the menstrual line is 
smaller than the percentage of hemoglobin upon admission. The exeep- 
tions are Nos. 285, 371, 387, 393, 326 and 225. Of these, Nos. 285, 387, 
393 and 326, all had unusually high hemoglobin percentages when first 
seen, and even a good postpartum hemoglobin would be below these 
figures. In No. 371 the figures are practically the same. In No. 225 the 


| 
4 


972 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 
explanation is probably the same as in the case with the 55 per cent 
hemoglobin. This patient had always been anemic, and the ovaries had 
become accustomed to working in the changed environment. Even the 
six months postpartum in which the patient was anemic and amenorrheic 
was a long enough time to accomplish this. 

In regard to the effect of retrodisplacement as a cause for the early 
resumption of menstruation, my data is very limited. {t is, however, in 
accord with Ehrenfest. I have notes in five cases of retroversion as to 
the time the menstrual flow reappeared, four of them, or 80 per cent, 
menstruated in the second lunar month, and the remaining 20 per cent 
in the fourth month. It oecurs to me that the pelvie hyperemia incident 
to the misplacement of the uterus is a factor in hastening ovulation. 

The effect of lactation or the lack of lactation does not seem to be so 
marked. Eleven of my eases, for various causes, death of the baby, con- 
dition of the breasts, intercurrent influenza and pneumonia, ete., lactated 
only a very short time; 45.4 per cent of these menstruated in the second 
month, and 36.3 per cent in the third month. One, however, did not 
menstruate for a year. The difference between these percentages and 
the 31.1 per cent of Table I cases that menstruated in the second month 
and the 16.2 per cent that began menstruating in the third month, repre- 
sents, it seems to me, the debilitating effect of lactation, rather than the 
effect of not having an inhibiting hormone from the functioning breast. 
If there were any such hormone, its absence in these cases should show 
bigger results, say something comparable to the effect of retrodisplace- 
ment. 


CONCLUSIONS 


My cases are too few for me to present very decided conelusions. 
It would seem, however, that hemoglobin is a deciding factor in the post- 
partum resumption of menstruation. Immediately after delivery there 
is a definite drop in the hemoglobin from which the patient slowly re- 
covers. The average case begins menstruating when the hemoglobin 
reaches about 75 per cent. Certain cases menstruate with a much lower 
hemoglobin, and these are patients who have had some anemia for a 
long time. Retrodisplacement with its pelvie hyperemia is also a factor 
in the early restoration of the menstrual phenomena. 
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NEW YORK ACADEMY OF M EDICINE 
SECTION ON OBSTETRICS AND GYNECOLOGY. 
MEETING HELD DECEMBER 28, 1920. 

Dr. Linuian K. P. Farrar in THE CHAIR 


Dr. GreorGe W. KosMak reported a case of Cephalhematoma of Serious 
Type. 


Mrs. T. W., age thirty-six, para i, was confined at the Lying-In Hospital, Novem- 
ber 27th, after a normal labor of about sixteen hours. Pelvic measurements normal, 
outlet roomy, The labor itself was uneventful, vertex, L. O, A. Baby cried spon- 
taneously, weighed 3650 grams; 51 ems. long, and apparently normal. On the day 
after labor a swelling was noticed over the right occipitoparietal region which in- 
creased steadily in size until the fourth day, when it was about one-third the size 
of the entire head, At the same time the baby presented the appearance of a marked 
anemia, became listless, drowsy and did not nurse well. <A diagnosis of cephal- 
hematoma with continued bleeding and partial exsanguination was made, but in 
view of the possibility of a hemophilia, no blood count was made at this time. 
Immediate treatment was necessary to save the baby and the injection of normal 
human blood serum was begun,—30 ¢.c. being given subcutaneously in the back on 
the fourth day postpartum. No further change occurred and little improvement was 
noted after another dose on the next day. Four days later the hematoma appeared 
to be even larger and the baby became very pale. 

Examination of the baby’s blood (December 5) showed it to be in Group IT and 
the mother in Group IV. A suitable donor was found and a citrated blood mixture 
prepared, of which 80 ¢.¢. was given into the median basilie vein of the right arm. 
On the next day 20 ¢.c. of whole blood was given subcutaneously both in the morning 
and afternoon, and on the next day, the tenth postpartum, 15 ¢.c, of blood serum 
was given between the shoulder blades. This resulted in considerable local tumefae- 
tion which persisted for several days. A blood count on the eleventh day postpartum, 
that is, after the administration of the blood and serum, showed a total of 2,740,000 
red cells with 11,600 leukocytes and 55 per cent hemoglobin. Itaprovement began 
after the transfusion and continued rapidly, so that the baby could be discharged on 
the thirteenth day. The highest temperature was 101.2° F., on the sixth day post- 
partum. The baby was last seen on December 17th—twenty days postpartum and, 
while still pale, seemed otherwise normal. A blood count on the latter date showed 
that the red cells numbered about 2,600,000, with 10,800 white cells and 60 per cent 
hemoglobin. 

In reporting the case, attention must be called to the rapidly progressing ex- 
sanguination of the child which, judging from the general appearance, would un- 
doubtedly have proceeded to a fatal issue, had the process not been halted by the 
administrations of the serum and blood. When last seen the hematoma had been 
stationary, was soft, showed no evidences of inflammation and the baby nursed well 


and seemed in good general condition. 
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DISCUSSION 


DR. H. N. VINEBERG.—The only serious case of the kind I have had was in 
the baby of a hemophiliac mother. The hemophilia was as severe as it could be and 
the woman continue to live. She bled on the slightest provocation from the nose 
and ears, Strange to say she went through her pregnancy easily, and after delivery 
and during the puerperium the bleeding was not excessive. Low forceps were used 
without much traction. The baby was normal at birth and nothing was seen for the 
first day or two; then a hematoma of the scalp was noticed which rapidly increased 
in size, and the child was losing rapidly and looked as though it would go out 
in twenty-four to twenty-eight hours. A blood transfusion arrested the hemorrliage 
and the baby recovered, Later the mother went on having hemorrhages, as had been 
her habit. 


Dr. Wittiam F. Kennepy presented a report on a case of Suspended 
Ovarian Activity and Its Treatment with Endocrines. 


This patient, born in the United States, a housewife, 24 years of aye, and married 
four years, gave a negative family history. She had always lived an active physical 
life and been out of doors much of the time. Her husband was in good health. 

The patient’s menses began at 12 years, were of the 28-day type and regular. 
They lasted two or three days, with small amount of bleeding and no pain, At 14 
years of age menstruation ceased for one year, The patient took medication and 
hot foot baths to stimulate her menstruation which then became regular for the 
next six years. She was married, and eight months after marriage became pregnant, 
and two months later the excitement caused by a murder scene in a movie brought 
on a miscarriage. She was in bed four days, The next menstrual period was 
absent; then four periods were present—the last of these being June, 1918. After 
skipping the time of the next regular period, the patient thought she was pregnant 
again because she had nausea, vomiting, frequent micturition, and shooting pains in 
the breasts. However, she did not become pregnant until November, 1918. In April, 
1919, her family physician gave her medical treatment to reduce a tumor of the 
uterus, The same month the patient was seen by a prominent obstetrician who was 
uncertain of pregnancy, but who, in May, heard the fetal heart. In June bleeding 
began and a cesarean section was done at the Woman’s Hospital to secure a living 
baby. The patient had a normal convalescence and menstruated in July, 1919. In 
October, 1919, the patient came to the Out-Patient Department of the Woman’s 
Hospital for the relief of amenorrhea, hot flashes, headaches, backache, shooting 
pains in the pelvis and pain and a burning sensation in both breasts, which had been 
present since July. The patient presented the picture of health. She weighed 140 
pounds. Her blood pressure was 128/80, The thyroid was prominent; pulse slow; 
heart normal in position and size with good muscle sound, lungs negative, breasts 
normal; abdominal sear tender, The cervix was blue, with a small erosion and some 
slight discharge. The uterus was retroverted in the first degree, soft and slightly 
enlarged. The appendages were negative. The urine examination was negative. 
Thyroid and corpus luteum extracts were prescribed and taken for nine weeks; also 
elixir of glycerophosphates was taken for part of the time. 

The patient returned to the clinic in April, 1920, with severe headaches and pains 
in both sides of the pelvis. Physical examination was negative. She was given a 
preparation of mixed glands containing: thymus 2 gr.; thyroid 1/5 gr.; anterior 
pituitary 44 gr.; suprarenal 4 gr.; barium 14 gr.; mamos 14 gr.; cerebrin 1% gr. 
This was taken regularly for nine weeks, or until August 1, 1920. On September 30, 
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1920, the patient returned with the uterus about the size of a ten weeks’ pregnancy. 
On December 12, 1920, the patient said she felt the baby moving. 

This coincidence of a woman becoming pregnant while under the influence of the 
endocrine substances may mean that the ovary produced fully developed ova as a 
result of either the rest from the normal ovarian function or the stimulation of 
ovarian activity by the endocrine substances, In this case both were equally 
probable. 

DISCUSSION 

DR. SAMUEL W. BANDLER.—The important point in this case I should say was 
that the menstrual tendency was rather unstable. As I remember there was an 
amenorrhea of a year, early, when the patient was 14 years of age; then at a sub- 
sequent period there was a tendency to amenorrhea, It is quite impossible from 
listening to the report of the case to gauge accurately just where the weakness in 
the tendency to menstruate occurred, There was subsequently an amenorrhea which 
did not yield to corpus luteum and thyroid extracts. That, however, does not 
necessarily prove anything, though it may throw a little light on the present tendency 
to use ovarian and corpus luteum extracts indiscriminately, Again, it could not be 
said that giving corpus luteum definitely caused cessation of menstruation. Expe- 
rience in a large number of cases shows that amenorrhea is not always influenced by 
corpus luteum and thyroid. If one studies the physiology one would expect the 
corpus luteum to diminish or retard rather than bring on menstruation. Later on 
in this case five or six kinds of extracts were given and the patient became pregnant 
without having menstruated, I would feel that the thymus had not had a stimulating 
effect. It is within our province to say that neither the ovarian nor thyroid glands 
of the patient were effective but that does not add to the scientifie value of the 
observations. The patient had no decided atrophy of the genitalia because she 
had a second child, and there must therefore have been ovulation. Both ovarian 
and pituitary extracts may have produced ovulation. Speaking of ovulation and 
menstruation, we must not assume that every woman who ovulates, menstruates nor 
must we assume that all those who do menstruate, ovulate. In this case I think 
we must attribute the good results to the gunshot prescription of glandular extracts, 
but so far as giving definite information the patient’s history alone does not explain 
where the glandular anomaly lay, but the pluriglandular prescription seems to have 
met the indications here. 

DR. NANCY JENNISON.—As I understand from the report there were two 
pregnancies, one with gland therapy and one without such therapy, so it seems to 
me there is no definite evidence that the gland therapy made the pregnancy possible. 

DR. CURRIER.—While we cannot say positively that the gland therapy made 
the second pregnancy possible, we do know that other symptoms were favorably 
influenced by this treatment, 


Dr. R. HW. Pomeroy made a report on the Type of Results of Median 
Perineotomy and Repair, with Demonstration of Cases. 


The most that I can claim is that the cases I am reporting are illustrations rather 
than demonstrations. Cases must go for a long period of time b:fore we can state 
that episiotomy has given a permanently good pelvic floor. It seems to me to be 
out of order at the present time to occupy much time except to state the proposition 
I have been trying to promulgate, There are two types of situations to be taken 


into consideration. The first is that of the primipara who has progressed to such 
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a degree of distention of the pelvic floor that it becomes evident that there is going 
to be a laceration. When the spincter ani is dilated two inches, a so-called tension 
suture is placed across the perineum and incision is made in the median line suffi- 
cient to release the head, The incision may be carried down to the sphincter and up 
to the vagina, The second situation is where there is reason to believe that it is 
necessary to terminate the second stage of labor before there is material tension, 
and that there will be a separation of the perineal structures, 

The types of cases and results are four in number, The first type is illustrated 
by a private patient, 35 years of age, a primipara, who had the funnel-shaped 
type of pelvis without it being sufficiently marked to indicate cesarean section. The 
position of the fetus was L. O. A. The patient went through 12 hours of labor when 
it was demonstrated by the distention of the pelvie floor and the uterine pains that 
there would be a deep laceration, An incision was made in the median line down 
to and through the sphincter. Extraction in this case was not difficult, but the child 
had the cord around its neck and died on the third day as the result of cerebral 
hemorrhage, 

I hope to demonstrate that the present condition of this woman shows that the 
pelvic floor is perfectly good in spite of the fact that she has a short posterior 
sagittal pelvis. This patient is not presented to determine whether or not a cesarean 
section should have been performed, but simply to show that though she had a funnel- 
shaped pelvis, delivery was safely effected by means of a median episiotomy and that 
the woman now has a good pelvie floor. 

The other three cases illustrate types of cases in which the resident physician can 
carry out this procedure, The first type illustrates that the median incision is com- 
paratively simple even if carried through the sphincter compared to condition arising 
from a deep lateral tear. The second type illustrates that where the head is engaged 
deeply in the O, P. position, a position which is most treacherous for a resident 
to work out himself, he may still cope with the condition. In this instance the head 
was rotated with short forceps at the outlet, and a median incision was made deeply. 
We were not sure whether the sphincter was cut through or torn through. A point 
not to be lost sight of is that there must be a definite dilatation of the sphincter be- 
fore the incision is made, so that when tension is removed there will be a relaxed 
union. In this ease the child lived and was in good condition, The second type of 
case in which the resident can handle the situation is that in which there is necessity 
for « hasty termination of the second stage of labor in the interests of the child. 
In this case the child weighed 8 pounds, 9 ounces; the fetal heart was down to 100 
and was irregular, The instructions were to deliver it with the incision in the median 
line, This was done, This patient shows a perfectly good pelvie floor. In a third 
type of case the incision is made as soon as there is any definite fissuring, and fol- 
lowing the incision the extraction may be effected by forceps control rather than 
forceps extraction. 

I want to make two very definite claims for this procedure which I expeet it will 
take years to demonstrate. We have been carrying out this plan long enough to be 
very sure as to the results as we see the cases from six to twelve weeks postpartum. 
There are practically no prolapses of the anterior vaginal wall and no eystoceles, 
owing to the removal of tension at the posterior portion of the outlet which lessons 
the drag on the anterior segment. Another important point is that this is not a 
procedure which can be earriéd on by any journeyman obstetrician. Following the 


employment of this procedure we have had no failures resulting in incontinence. 


DR. VINEBERG (reporting on patients exhibited)—My own impression is that 
the cases show very good results from median episiotomy, One cannot tell except by 


‘ 
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the slightest scar that the sphincter has been cut. The first case we thought showed 
slight rectocele. The third case is still only a short time after delivery and there 
is still some redundancy of the anterior vaginal wall, and there seems to be some 
urethrocele. In another case the results are simply ideal. The perineum is good 
and there is no protrusion of the anterior or posterior vaginal wall, 


DR. JOHN VAN DOREN YOUNG.—Dr. Pomeroy demonstrated the great 
value of median perineal incision in preference to the lateral incision when it be- 
comes necessary to enlarge the birth canal. Jlowever, I would emphasize the need 
of caution in the use of this procedure. The use of this procedure without judgment 
may result in unnecessary damage. As to cutting through the sphincter, this is 
something to be avoided if possible. In one of the cases presented there is a notice- 
able protrusion of the vaginal wall, Trauma to the fascia seems to be well marked 
in one or two of the cases, and this might have been prevented, The posterior vaginal 
wall should be watched and protected from trauma, and incision should antedate 
trauma. Certain of the results following this procedure are as perfect as it is 
possible to have them, 


DR. FREDERICK C, HOLDEN,—It has been my privilege to follow the teach- 
ings of Dr. Pomeroy for a number of years. Without referring to my statisties I 
think I am safe in saying that I do the median episiotomy in over ninety per cent 
of the primiparae whom I attend. Formerly [ was very much chagrined to have 
women return at five weeks’ postpartum and find that there was a decided relaxed 
introitus in cases where it was not possible under the best conditions to find any 
visible tear after delivery. It always seemed to me that there must have been minute 
tears under the mucous membranes similar to the breaking of the elastic in an elastie 
stocking with the fabric remaining intact. Since using this procedure I have had no 
similar occurrences and the results have been uniformly good. [ think I eut the 
perineum @ little sooner than Dr. Pomeroy does as I can see no reason for so much 
delay. I most heartily indorse the procedure. 


DR. BANDLER.—This procedure has, in my hands, entirely replaced the lateral 
incision or incisions, I have had the same demonstration of its value as the other 
speakers and approve of it as saving time, relieving long-continued pressure by the 


head and favoring absolutely normal restoration by simple clean sewing. 


DR. POMEROY.—There is no need to debate the advantages of substituting a 
clean cut for a ragged tear, for I submit that there can be no comparison between 
a ragged tear either from voluntary expulsion or foreeps extraction under mechanical 
difficulties and a clean cut. Of course it is always a choice of difficulties, The 
different types of cases presented are not for the purpose of showing the perfection 
of the results but the conviction on my part that a lacerating extraction or a lateral 
episiotomy would have produced much worse results than those seen in these eases, 
though we must concede that it is a choice of evils. 


Dr. Evererr M. Hawks read a paper entitled The Ovary After Hys- 
terectomy: A Follow-up Study. (l*or the original paper see page 
959.) 

DISCUSSION 


DR. GEORGE GRAY WARD, JR.—I would like to call attention to the fact 
that in the figures given by Dr. Hawks the age of the patients certainly should be 


given great consideration in drawing conclusions, Also the number of cases upon 
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which he has based his percentages is not sufficient to permit of deductions. He 
should have had a sufficiently large number of cases to compare equally those who 
had and those who did not have the ovaries removed, The cases with one or both 
ovaries retained were so few that percentages based on them cannot be of value. 

I can recall four or five cases of atrophy of the vagina at present in which this 
condition has been quite troublesome, 1 have also seen cases with serious epilepti- 
form disturbances following oophorectomy in younger women, The great point, I 
think, is to try to conserve the circulation, It is better to have the ovary for two 
years than to have it taken out, and personally I always conserve it if it is possible 


to do so, and the times I have regretted it are comparatively few. 


DR. HARVEY B. MATTHEWS.—Dr. Hawks’ paper is certainly very enlighten- 
ing. I do not reeall that he mentioned the ages of the patients. The age is an 
important consideration in the conservation of the ovaries. One point he brings 
out is that the life history of the ovary after hysterectomy is about two years. In 
Group | he starts with 59 per cent having hot flashes, while at the end of two years 
50 per cent had hot flashes, This is just the same percentage as in those women 
who had both ovaries taken out, and that proves conclusively that the life history 
of the ovary is usually about two years. 

As to the effect of oophorectomy in connection with hysterectomy for fibroids and 
inflammatory conditions, it makes no difference for which reason the hysterectomy 
is done, except as it is influenced by contiguous pathology. Dr, Polak, in 1915, 
reported 132 cases of conservation of the ovary after hysterectomy, and later, 1918, 
presented a report of 73 cases of conservation of one or both ovaries which were 
reoperated from which he concludes: 1. That routine conservation of the ovary 
without due consideration of the ovarian and contiguous pathology as it exists in 
the individual case is not good teaching. That is as a routine procedure we do not 
want to conserve an ovary with a thickened tunica or one bound down by adhesions, 
2. That regeneration of the conserved ovary depends largely on the type and duration 
of existing infection and the condition of the tunica of the individual ovary. 3. That 
even when the most detailed technic is observed, the ovarian circulation is impaired. 
t. That the retained ovary without the uterus and tube is always a focus for possible 
trouble, 5. That the life history of a retained ovary is of short duration 2 to 5 
years and that the trophic influence of the diseased ovary has been overestimated. 
Finally, that a cured patient has fewer nervous symptoms, As has been brought out 
by both Dr, Hawks and Dr. Bailey, ovulation without menstruation is not as good 
as ovulation with menstruation. There is something in connection with the flux of 
blood from the endometrium that we do not get when the endometrium is removed. 
The life history of a good ovary is only about two years and that of a diseased 
ovary from six months to a year, 


DR. HENRY ©C, COE.—TI wish to speak more particularly of the conservation of 
the ovaries after hysterectomy for fibroids, The two points raised are whether the 
ovary should be saved, and whether if it is saved any harm results. In my experi- 
ence I can reeall when every ovary that could be palpated was ‘‘arrested on sus- 
picion’’? and many were removed that now would be thought quite normal. As a 
young beginner I remember returning after seeing the older men of that day operate 
and fecling satisfied that the operator was not able to decide what was a diseased 
ovary macroscopically, If a few follicles are dropsical, or there is a thickened 
cortex, to consider it hopeless has been a tempting conclusion. However, with some 
of these ovaries one may exercise an unwise conservatism. I know that [I have had 
eases in which I have let the ovary alone when it might have been better to have 


removed it. In women under 40 L[ have tried to save at least one ovary, for one 
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ovary conserves the function practically as well as two. I have seen pathological 
conditions after leaving the ovary such as cysts in the broad ligament and cystic 
degeneration of the ovary, but never cystadenoma. When we come to the question of 
cirrhotic ovaries, we find these the most painful of all and they usually require a 
secondary operation, Yet patients may become pregnant with both ovaries cystic, or 
even with double dermoids, so that we used to err on the other side. 

I have lately been able to follow up cases of supravaginal amputation for fibroids, 
operated upon from 5 to 20 years ago and it is interesting to observe what slight 
disturbances these patients have had. I believe with our more perfect technic and 
with our care not to impair the circulation of the ovaries we shall be able to speak 
more ex cathedra on this question of judgment as to when the ovaries should be re- 
moved and when left. 


I have seen little good come from the unwise conservation of ovaries, though I 
believe that we should be conservative in younger women, Now when a woman puts 
herself in the hands of a surgeon for a hysterectomy, or for a supravaginal amputa- 
tion she is willing that he should do what is necessary, and in such a situation the 
question of hot flashes does not have so much weight with her, The younger men 
have no idea of the cases of extreme nervousness that we used to see following 
oophorectomy. The man who had young women coming to him after operation 
complaining of intense flushing with melancholia or perhaps epileptiform seizures, 
who were the bane of his existence, had a different idea of oophorectomy than we 
have today. As to atrophy of the vagina, that is an important point from the sexual 
and matrimonial standpoint, and one that is worthy of consideration in view of its 
bearing on the future health and happiness of the individual. This whole question 
is very interesting. I can remember when we knew little about the anatomy of the 
ovary, still less about the pathology, and nothing at all about the internal secretion, 
and as our knowledge of these subjects increases our views with regard to the ovary 
must undergo change, 


DR. EDWARD WALLACE LEE.—This question is exceedingly interesting and 
it is going to be a long time before it is positively answered, that is scientifically 
answered because men have various views on the matter. The whole thing hinges 
on two ideas: What is the pathology with which we are dealing, and what is the 
physiology with which we are dealing? If one makes an abdominal incision for the 
sake of doing a myomectomy or a hysterectomy he sees the condition the ovaries 
are in, and if they are in anything like a normal condition they may be left and 
the circulation further conserved, leaving it in as nearly normal position as possible, 
and then the results will be comparatively satisfactory. If the ovary is diseased it 
should come out with the uterus. The conservation of the ovary is like the con- 
servation of any other part of the body, the teeth, the legs or the fingers, It all 
depends upon the pathology and upon the physiology. You at the time of operation 
must be the one to judge what you will do, Like Dr. Coe, I formerly did many 
oophorectomies. From 1886 to 1916 IT made 300 abdominal sections for the sole 
purpose of removing the ovaries because at that time oophorectomy was quite the 
thing, and I want to say that it was not such an awful thing. Sometimes we re- 
moved both ovaries and sometimes only one according to the indications, They had 
the same symptoms then that you say the women now have after the ovaries have 
heen removed. We have removed them for dysmenorrhea, when they were cystic and 
adherent, for any pathological condition, and when on bimanual palpation they gave 
pain. 

Dr. Coe speaks of epileptiform seizures following oophorectomy, I have never 


seen those cases. He speaks of atrophy of the vagina. I have not seen that and I 


| 
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have never seen diminution of sexual desire in women following oophorectomy. It 
was ¢laimed at one time that after oophorectomy women became masculine in ap- 
pearance, That is not so. I would not remove a normal ovary and I do not know 
that I ever did; all these ovaries that I removed appeared to me to be abnormal 
and the tendency was to consider that they should come out. Up to 20 years ago 
large ovarian cysts were quite common, We seldom meet with them now, and I be- 


lieve one reason is that small ovarian cysts are now more frequeutly removed. 


DR. VINEBERG.—I am interested because it has been my misfortune to have bad 
results where I have left an ovary after hysterectomy, One woman had three serious 
operations in consequence of my having left an ovary. The ovary became cystic 
and adherent to the intestine, In another case I left a perfectly normal ovary as 
the woman was anxious to have it conserved. At the end of three months she re- 
turned with a cystic ovary, Such an analysis as Dr. Hawks has given us is of value 
but it is not complete without the ages of the patients and their condition at the 
time of operation, I feel that in doing a hysterectomy the ovaries should be removed, 
In studying the literature a very interesting point is brought out. In many in- 
stances after the menopause when the uterus is removed there is a recurrence of the 
menopause symptoms. This seems to be due to some injury to the pelvic nerves. 
Mandel and Buerger in speaking of the conservation of the ovary in young women 
have collected a series of 101 cases, in 51 of which the menopause symptoms were 
very severe in women of 45 and up. From the age of forty-five up to fifty-two the 
menopause symptoms were just as severe as in the younger women. That is a sur- 
prise to many of us. When the ovaries are removed at about the menopause some 
suffer more than the younger women do. It is very hard to decide the question as 
to whether or not to leave an ovary. The question of preserving the circulation of 
the ovary was brought up in 1886 by Olshausen, who was under the impression that 
if you preserved the branches from the uterine artery to the ovary the circulation 
was preserved, He thought he was successful in doing this but it was shown later 
that he was mistaken. You cannot remove the uterus without cutting the branch 
of the uterine artery between the uterus and ovary. In a most careful dissection on 


the cadaver this was definitely proved. 


DR. HERMANN GRAD.—I am interested because I do not know of a greater 
problem than that of deciding which ovary to leave and which to remove, It has 
been my experience on three occasions that the conserved ovary had to be removed 
later because of complicating conditions. In one case, that of a young woman 37 
years of age, the ovary was perfectly healthy. By the most careful technic the 
ovary was conserved and the patient made a good recovery. The third week after 
operation she began to run a temperature and finally it was found that she had an 
ovarian abscess, She was a very sick woman for many weeks and it finally became 
necessary to cut through the cervix in order to get drainage. The patient recovered 
and has remained well, In the second case I also left an apparently healthy ovary 
in a woman about 35 years of age. There was no question of infection in this case. 
The woman developed an ovarian cyst three years later and the ovary had to be re- 
moved to relieve pain. The removal was made through an abdominal stetion, the 
patient developed a postoperative ileus, which made it necessary to open the ab- 
domen again in order to save her life. These two cases illustrate that there is a 
great deal more to be said about conserving the ovary than what has been said about 
the symptoms of menopause and internal secretion; we must take into consideration 


the complications that may follow in leaving the ovary, 


DR. LEE.—How did you know you were dealing with an ovarian abscess? 


| 
| 
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DR. GRAD.—By the physical findings it was the only thing it could have been. 
There was a distinct fluctuating mass at the site of the ovary. 


DR. WARD.—Where do you think the infection came from? Do you consider that 
it could have been in the ovary? 


DR. GRAD.—There was no way of telling that, but 1 thought that the infection 
might have been in the ovary, 


DR. VINEBERG.—In a paper which the Mayos published in reference to the con- 
servation of the menstrual function, a singular statement is made, namely that there 
is less atrophy of the vagina when the cervix is removed with the uterus than when 
the cervix is left. I remove the cervix in most cases. I merely mention it to draw 
attention to it because it seems a rather strange statement and one worthy of future 
observation, 


DR. MEYER R, ROBINSON.—That the ovarian function is essential to the 
physical and psychical well being of women, particularly before the fortieth year, 
needs no further comment, This clinical truth is well established. Dr. Hawks’ limited 
but careful observations tend to prove that patients in whom the ovaries have been 
retained after hysterectomy, suffer far less from the annoyances of the artificial 
menopause, than those, in whom this precaution has not been taken. Dr, Bailey’s 
extensive citations from the literature lend further emphasis to this clinical fact. 
The opinion of most clinicians however is unanimous upon the fact, that the life of 


such ovaries at the best is from one to two years. How are we to further prolong 


the function of these organs? Dr. Matthews demonstrated upon the sereen, the 
operative procedure that will preserve the ovarian circulation, and thereby insure a 


more prolonged period of ovarian life. It seems to me, that the ovarian innervation, 
is quite as essential to the proper functioning of the ovary, as is its circulation, and 
that unless we operate so that sufficient endometrium can be left behind, for pur- 
poses of menstruation, which necessarily implies that we do not invade the anasto- 
mosing areas between the uterine and the ovarian arteries, the ideal aimed at cannot 
be realized. It is therefore my rule, that in cases of single or multiple fibroids of 
the uterus requiring operation, I either do a myomectomy, or an excision of the 
tumor bearing area, preserving enough uterine tissue for menstrual purposes. If 
this is surgically impossible, a panhysterectomy is performed. In cases of bilateral 
chronic inflammation of the uterine adnexae necessitating surgical intervention, no 
attempt is made at ovarian preservation, unless I can leave the uterus behind with 
the remaining ovary. 


DR. FREDERICK C, HOLDEN.—The only objection in following the teachings 
of Tuffier, who says that the ovaries are of no use without the uterus, is the great 
annoyance in cases of atrophic vagina which sometimes follow a complete hyster- 
ectomy and bilateral oophorectomy. In younger women with fibroids, when it is 
possible I always do a myomectomy and thus preserve the menstrual function, I 
think it is a great mistake to let a woman know that her ovaries have been removed 
or to question her in regard to the menopause symptoms as such suggestions have a 
bad psychic influence, I make it a practice of immediately putting these women on 
ovarian extract for a period of one to two years, stating that it is given as a tonie, 


and in my opinion it very largely mitigates the otherwise annoying symptoms, 


DR. HAWKS, in ‘closing: The age of the patient was not considered except in 
ruling out those who had passed the natural menopause by several years. The ma- 
jority were between the ages of thirty and forty-five. The extremes were twenty- 
five and fifty-one, Only those who were menstruating or who had recently stopped 


were studied as regards ‘‘flashes.’’ The age made no difference in the occurrence of 
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the ‘‘flashes’’ in those patients who had not passed well beyond the menopause, 
We know little of the function of internal secretion of the ovary but the opinion is 
held that the ovary is active for at least five years after the cessation of menstruation. 
The fact is we do not know its value after the menopause and we should give the 
patient the benefit of the doubt. As to the ovary being dependent on menstruation 
we know that it is surely active before puberty and we can’t say that the function 
is suspended during lactation, We cannot speak dogmatically of the ‘life history’? 
of an ovary, either normal or retained, for we do not know the source of the internal 
secretion and cannot demonstrate the cells from which it comes. We cannot say this 
or that ovary is functioning or not, The most atrophic looking ovary may be giving 
off an internal secretion. The section from an ovary retained two years after hyster- 
ectomy shows a recent corpus luteum and apparently is quite active. Mayo mentions 
seeing healthy ovaries twenty years after vaginal hysterectomy. 
To decide about retention of ovaries we have only to weigh the harm that may 
come from leaving them, We may have a disagreeable experience with the retained 
ovary or we may regret that we removed them, I reeall very distinctly two cases 
of early toxic goiter which seemed to be hastened to fatal termination hy hyster- 
ectomy and double oophorectomy. Until we know more of the function of internal 
secretion of the ovaries we may well leave them if possible unless we are satisfied that 


the retained ovary is a source of considerable serious harm, 


THE NEW YORK OBSTETRICAL SOCIETY. 
MEETING HELD JANUARY 11, 1921. 


Dr. Frank R. OastTLer IN THE CHAIR 


Dr. ALbert M. Jupp presented a report of cases of Adherent Placenta, 
Congenital Absence of the Rectum, and Congenital Malformation of 
External Genitals. 


Case 1.—Mrs, J. P., para iii, admitted to the Beth Moses Hospital, November 14, 
1920, with the history that membranes had ruptured five days previously, and patient 
had been in active labor for 24 hours. 

Kramination.—Shows «a woman in a state of marked exhaustion, temperature 
100.4° F., pulse 140, small and thready, dry tongue, extremely restless, complaining 
of continual pain, uterus in a state of tonic contraction, with distinct thinning of the 
lower uterine segment, and formation of retraction ring at level of the umbilicus, 
child in transverse position, head in left iliac fossa, right arm prolapsed in the vagina. 
Fetal heart, faint and irregular, rate 172, heard to the right and at the level of the 
umbilicus. Meconium discharging freely from the vagina. 

Taken to delivery room. Ether anesthesia. A rather difficult version and extrac- 
tion performed, Baby in a condition of asphyxia pallida, Feeble cardiac impulse 
felt, but soon ceased, Failing to deliver the placenta after 14% hours’ waiting, pa- 
tient returned to bed, general condition fair, pulse 138, no bleeding, uterus tonically 
contracted, On the next day the patient suffered a great deal of pain in lower ab- 
domen, in the median line and towards the right side. Uterus felt at level of um- 
bilicus, very tender to touch. No peritoneal reaction, no muscular rigidity, moderate 
degree of paresis of gastrointestinal tract, as evidenced by repeated vomiting and 
abdominal distention. Very little bleeding present. 


On the afternoon of Nov, 17, for the first time since delivery, abdominal examina- 
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tion disclosed a slight relaxation of the uterus, accompanied by the expulsion of two 
large blood clots per vagina. Slight degree of icterus present. 

A moderate, very offensive vaginal discharge, required isolation of the patient. 
At 8 P.M. same day, a large mass of placental tissue appeared at the vulva, Very 
foul, putrid odor. 

Nov. 19. Taken to operating room—-tissue at the vulva removed—finger separation 
of large quantity of tissue which was found plastered along the left uterine wall, 
from a short distance above the internal os, up to and ineluding the left cornu of 
the uterus. There was no line of demarcation between placenta and the uterus, and 
only the tissue that came directly away with the finger and the gauze covered sponge 
stick was removed. This was very soft and friable, black in color and very putrid, 
and the finger felt the soft placental tissue intimately adherent to the uterine wall, 
and this was left undisturbed, 

At no time had there been any marked bleeding from the uterus, either before de- 
livery or after. One hour after patient was taken back to bed, she had a severe chill 
with rise of temperature to 104.4°, On the next day general improvement noticed, 
absence of local tenderness, profuse discharge from the vagina, with very offensive 
odor, On November 23, patient developed a pulmonary embolus in base of right lung 
posteriorly, which cleared up after 7 days, 

For next two weeks, patient continued an irregular intermittent temperature. No 
complaints subjectively, Abdominal examination negative as to pain or peritoneal 
involvement, Profuse purulent, putrid discharge from vagina. 

Eramination.—Dee. 3, 1920 (twentieth day postpartum), cervix bilateral lacera- 
tion, with external os wide open. Fundus cannot be mapped out, because of an 
irregular hard mass, occupying the posterior fornix, and extending slightly in both 
lateral fornices, Retains an impression made by the examining finger, Under re- 
peated enemata, and digital evacuation, impacted feces in lower bowel cleaned out. 
The temperature throughout was of an irregular intermittent type ranging from 100° 
to 104° lasting for 24 days. Patient had one chill, which occurred an hour after 


intrauterine manipulation, 


The interesting features of this case are: (1) The neglected transverse presenta- 
tion, with threatening rupture of the uterus, (2) A true adherent placenta, left un- 
disturbed for 4 days, at which time there was evidence of its being broken down, and 
extrusion in part from the uterus. (3) A digital removal of this sloughing tissue 
on the fifth day. The tissue removed was but the superficial portion of the placenta 
which had broken down. The main basal portion was intimately adherent to the 
uterus, disclosing no point of separation or demarcation, (4) The development of a 
putrid endometritis and accompanying toxemia, and absence of any cellular or perito- 
neal involvement. (5) Despite daily bowel evacuations, the development of a condi- 
tion of fecal impaction. Forty-eight hours after the lower bowels had been thor- 
oughly cleaned out, the temperature dropped to 100° for the first time and 36 hours 
later reached normal. (6) And finally a consideration of the procedure employed, 
After waiting 4 days, at which time there were now distinct evidences of breaking 
down and expulsion of the placenta tissue, should one have let the patient alone, de- 
pending upon Nature to bring about the separation and expulsion of the adherent 
placenta? 


Case 2.—C. H., age 24, para i, King’s County Hospital #10426 (1920) was ad- 
mitted to the Obstetrical Service, November 16, 1920, at 4:30 A.M., with the history 
of a spontaneous delivery at term of a living child. The placenta had not followed 
in the usual interval and there occurred a sharp hemorrhage which was not controlled 


by pituitrin, neither could the placenta be expressed. There was no history obtain- 
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able of intrauterine manipulation, En route to the hospital there was another hemor- 
rhage and the patient’s condition was serious. During the administration of a hypo- 
dermic of morphine, the needle was broken, part of it remaining in the patient’s arm, 
On admission she was extremely weak, with an almost imperceptible radial pulse, 
respiration of 28, and temperature of 97° F., presenting the picture of acute anemia. 

The previous history was negative except for an attack of intluenza two years pre- 
vious, and slight comenstrual pain, the pregnancy having been uneventful throughout. 

At this time the treatment consisted solely of measures to combat the acute ane- 
mia, and failing to accomplish the placental delivery by expression it was deemed 
hest for the present to let it alone. A tight abdominal binder was applied and small 
doses of ergot given, controlling the bleeding. Catheterized specimen of urine showed 
specific gravity of 1.020, reaction acid, marked trace of albumin and many hyaline 
and granular casts. A blood count showed 2,760,000 red cells; hemoglobin 48° per 
cent. Temperature on day of admission was 100° F, and pulse still too feeble to per- 
ceive at the wrist. 

On November 17 the temperature had risen to 102° F. with placenta still retained 
and expression unsuccessful though bleeding was now controlled except for slight 
oozing. On November 18 temperature was 104° F. with patient in poor condition 
generally, hence it was decided to attempt removal of the placenta which was accom- 
plished with little difficulty. The hand passed into the uterus grasped the placenta 
which was found adherent for an area of about five by two em., and the fingers 
passing through the adhesions about the site of the left tubal orifice, Very slight 
bleeding attended this maneuver which was followed by an intrauterine douche of 
Y%, per cent lysol. A transfusion by the citrate method was then done and about 
250 ©¢.¢. given, 

From this on, the patient ran the usual septic course. A second transfusion was 
done six days after the first and about the same amount of blood given, the blood 
count now showing 3,680,000 red cells and a hemoglobin of 60 per cent. Ten days 
after admission, or eight days after the placental removal, a bleod culture showed 
a staphylococcus. Twelve days after admission, or four days after the last trans- 
fusion, the temperature reached normal though another culture during this afebrile 
period on December 1 still was positive. The blood cultures finally remained sterile 
on December 11, A slighter raise of temperature for a few days was found to be 
due to cystitis and yielded to urinary antisepties. 

The piece of hypodermie needle was removed under local anesthesia on Decem- 
ber 13. 

On discharge on December 17 the red cells were 4,000,000, hemoglobin 70 per cent. 
Patient felt well. There is a laceration of the pelvic floor as present on admission, 
and a bilateral laceration of the cervix; the uterus is normal in size, position and 
mobility. The right broad ligament is thickened at its base; the left fornix and cul- 
desac are negative. Breasts and nipples normal, 

CASE 5.—Congenital absence of the rectum. Congenital malformations of the ree- 
tum and anus are not very rare but they usually take the form of an imperforate 
anus. In contradistinction to this, cases of absence of the rectum are quite infre- 
quent. In a review of the literature, 38 cases of absence of the rectum have been 
reported in a period of 20 years. 

Various types of operative procedures have been suggested for congenital absence 
of the rectum. Perineal incision alone has been done many times, attemptingyto 
bring down the lowest loop of intestine found. The difficulty, however, lies in the 
fact that in congenital absence of the rectum, no part of the intestinal tract is pres- 
ent in the pelvis. 


The child here noted was born at home on the day before admission to the hospital. 
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Admitted May 19, 1920, discharged May 20, 1920, Hospital No. 61277. The diag- 
nosis of imperforate anus had been made at home and a perineal incision made then 
was apparently unsuccessful since on admission the perineum was sutured, 

Operation, May 19, 1920, Drs. Judd and Shann, laparotomy. <A left rectus incision 
was made. “The large bowel was found distended with meconium, and on tracing the 
splenic flexure down, it was found to end in a sac the size of a man’s fist. The 
perineum was incised, the bowel pushed down, the posterior wall of the blind pouch 
was perforated with a blunt instrument and tacked to the skin with a number of fine 
interrupted silk sutures, The abdominal wound was closed in layers, 

The child was in good condition on the following day, took sterile water without 
disturbance, and was sent home. When seen at home the baby remained in good 
condition, sutures were removed one week after the operation and the recovery was 
complete. 


CASE 3.—Congenital malformation of the external genitalia, Mrs. E. 8., para i, 
admitted to The Beth Moses Hospital December 6, 1920. Delivered spontaneously 
after normal 12 hour labor. Male child, weighing 6 pounds, 11 0z. Markedly as- 
phyxiated and resuscitated with great difficulty after %4 of an hour. Asphyxia 
returning almost hourly. Baby died 36 hours after birth. During this time, heart 
sounds were poor and slow. No meconium was passed, neither was urine voided. 

Immediately after birth, there was noticed midway between the penis and anal 
orifice, an appendage, somewhat livid in color, resembling a penis, with shining glans, 
and covered with an epithelial lining. No external orifice to indicate the presence 
of a canal running through its shaft. The anal orifice was an oblique cleft lined with 
skin and devoid of mucous membrane. On probing this cleft with soft catheter a 
canal was entered about 2 inches, beyond which it stopped, There were no other 
external malformations. 

Autopsy performed Dec. 9, 1920. No malformations of head, eyes, nose, palate, 
upper and lower extremities. No spina bifida. 

Posterior to scrotum at anoscrotal junction, is a small pedunculated and elongated 
fibrous mass covered with epithelium, and at the base of which are numerous small 
papillary aodules, At the extremity of this pedunculated mass is a bulbous piece 
resembling a glans penis. The under surface of this ‘‘accessory penis’? shows a 
median raphe which extends from the bulbous portion to the anus and is continued 
up into what is apparently the rectum, At what appears to be the ano-rectum, there 
is nO mucous membrane visible. The testes are undescended, The liver and spleen 
are enlarged. The kidneys show polycystic formation on the external surfaces. The 
adrenals are markedly enlarged. The rectum is permeable, About an inch above the 
anal orifice is another leading into a diverticulum about 2 inches in length containing 
mucus and fused with the rectum, and, on the opposite side is another orifice in the 
mucosa apparently leading into a pouch. 

The stomach shows multiple diverticula in the mucosa, appearing through the 
peritoneal coat as peculiar mottlings, which extend throughout the entire alimentary 
tract. 

DISCUSSION 


DR. S. H. GEIST.—I would like to mention a case of adherent placenta with 
unique etiology. The patient was about 40 years, on whom Dr. Robert T. Frank 
did a myomectomy when she was about 44% months pregnant. It was a rather large 
intramural tumor, the size of a grape fruit, and the enucleation carried him down 
to the decidua, but not through it. She did perfectly well and at term I delivered 
her. She had a perfectly normal, easy labor. I waited for the placenta for about 
two hours and after several attempts at Crede there was no apparent separation, 
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and after one-half hour I explored the uterus and found the placenta absolutely 
adherent along a longitudinal line and with a little difficulty L managed to separate 
it. On examination an area was found about 4 inches in diameter with a sear that 
extended almost through the fetal surface of the placenta. It corresponded, Dr. 
Frank afterwards told me, to the size of the length of his incision. It is possible 
that in the enucleation sufficient blood-supply was destroyed to cause a necrosis 
of the decidua and the fibrosis that resulted may or may not have extended into the 
placenta. 

DR. HERMANN GRAD.—I would like to refer to a recent case in which the pla- 
conta was adherent on the right side and could not be removed. Finally I allowed it to 
remain and the next day put the patient under anesthesia and the placenta was re 
moved, It proved to be not adherent, There was simply an irregular contraction in 
the uterus which retained it. In another case [ was called to see a patient with a bad 
curdiae condition, She was confined and a diagnosis of adherent placenta was made, 
temoval of the placenta was attempted and finally it was broken off. When I got 
there about four hours later, examination showed an hourglass contraction and the 
najor portion of the placenta was in the upper compartment. After relieving the 
contraction, it was very easily removed. 

Dr. Grad stated, in answer to a question, that no pituitrin had been given. 

DR. HAROLD BAILEY.—TI can add a case of absence of the rectum which had 
some points of similarity to the case of Dr. Judd’s, Four years ago a male baby 
was born on the Manhattan service, who had apparently a complete absence of the 
rectum. There was no dimple in the perineum, As I found no gut on perineal incis- 
ion, I decided to open the abdomen by a left rectus border incision, After cutting 
into the upper part of the sigmoid, exploration with the finger showed that the sig 
moid ended in a blind pouch about the level of the promontory of the sacrum, I 
estimated the diameter of this pouch to be 4 centimeters, and the assistant’s finger 
placed in the wound below had no immediate relation to this pouch. I then did a 
permanent colostomy and the baby did very well and left the hospital in 20 days. 
It grew fat and apparently was a normal child in every other respect, and when it 
was about 3 months old I had it sent to a general hospital service for x-ray pictures 
with the instillation of collargol. After staying on this service for some time the 
surgeon in charge decided that it was best to attempt to make a rectum, What they 
actually did was to push a probe or director bluntly through from this pouch and it 
entered the bladder and after a few days the baby died. 


In a Symposium on Operative Delivery vs. Spontaneous Delivery 
the following introductory remarks to the discussion were presented : 
(1) Cesarean Section by Dr. 0. P. Humpstone, Brooklyn, N.Y. (2) 
Version hy Dr. John O. Polak, Brooklyn, N. Y. (3) Forceps and Epis- 
iotomy by Charles G. Child, Jr., New York, N. Y. (4) Enforced First 
Stage by Franklin A. Dorman, New York, N. Y. 


Cesarean Section vs. Spontaneous Delivery 
sy O. HuMpstone, M.D., F.A.C.S., Brookiyn, N. Y. 


Apprehension lest one be considered a dangerous radical rather than a sane 
progressive makes me reluctant to champion the subject of cesarean section vs. spon- 


taneous delivery in a symposium before this society. One cannot be precise since the 
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subject is ambiguous. No one would choose cesarean in any case in which the 
primary purpose of childbirth could surely be fulfilled by spontaneous delivery, 

Hlowever, the old idea that childbirth is limited to a process of expulsion or ex- 
traction of a child from a uterus in a woman’s abdomen by way of the narrow 
tortuous canal of the human pelvis; by the forces of nature alone, or with the aid 
of man stretching or tearing or cutting the soft parts or even severing the pelvis 
itself, has passed away in the light of aseptic abdominal surgery. Today no man is 
# competent obstetric specialist who is not a trained abdominal surgeon as well as a 
qualified pelvic operator, Herein lies a responsibility which should keep obstetrics 
und gynecology together as one specialty. 

doth the fear and the glamor of cesarean section have disappeared from the minds 
of the laity. They accept it graciously and without alarm. Normal women come to 
us demanding a cesarean delivery to avoid the agonies of childbirth, While none 
would grant them this request, it is well to remember that what is a fantasy today 
may be a fact tomorrow, 

Hysterotomy is one of the simplest abdominal operations that is performed, in 
primary cases at least, and should not have a mortality in properly elected and 
managed cases over any other clean abdominal surgery. 

It is the easiest way for any primiparous woman to have her baby; and it is the 
surest way of having a live baby. It is the only painless childbirth that occurs 
today. 

It gives the baby its just right in the contract, upholding the tenets of the church 
and the fundamental principle of our practice. No man can hold himself absolutely 
blameless these days, when after a long trying instrumental birth the baby is born 
dead. He will always remember that there was a time in that confinement when the 
haby could have been horn alive, and in the retrospect, the mother have been left 
far less traumatized, Indeed we have all regretted that we have not done a cesarean 
in certain cases, but | have yet to regret one that I have done. 

The German idea of the first labor being a test Jabor with disregard of the rights 
of the child should be abandoned. 

However, while all these facts favor cesarean section per se, it has its distinct 
drawbacks, Chief of these are, in my opinion, the difficulty of an accurate apprecia- 
tion of when it should be employed; the danger of its employment in unsuitable cases. 

Technically so easy, surgeons without obstetric judgment perform this operation 
repeatedly in the presence of contraindication which make the trained obstetric sur- 
geon gasp at their foolhardiness. 

Cesarean has no place in the neglected case, long in labor, frequently examined 
by vagina, even though with gloved hands; notwithstanding the fact that the baby is 
alive, and evident dystocia exists. It is too late. The danger to the mother is too 
great, The responsibility for this child is not on us but on the present diagnostic 
disability of the men and women who do most of the obstetrics. 

Porro cesarean, save only in the very exceptional case, puts too much value on the 
baby and not enough on the rights of the mother, that she shall be traumatized as 
little as possible. I heartily agree that too many uteri have been sacrificed under 
the supposition of a possible infection. Beck’s statistics for his low operation may 
point the way for a safe suprapubic delivery in such cases, but I fear that most 
obstetricians must keep to ‘‘the art’’ of delivering them from below, as the safest 
way out of a bad dilemma. 

While length of labor, particularly with ruptured membranes has some considerable 
hearing as a contraindication, it is slight compared to frequent vaginal examination, 
over a period of time. We look upon rectal examination as the greatest asset in 
widening the margin of safety in cesarean section. 


The dietum of Craigin still holds for the most part, ‘‘once a cesarean always a 
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cesarean.’’ While spontaneous births have often occurred following cesarean sections 
without rupture of the scar, 1] always feel and tell the patient that the first cesarean 
marks her for a cesarean family. This in my opinion limits her to a family of three 
children, a dogmatic opinion possibly, since many cesarean families are larger. How- 
ever, the increasing abdominal adhesions with each operation which as yet we have 
found no way of overcoming, render the operation distinctly more hazardous with each 
succeeding birth. This and the weakening of the uterine muscle by repeated incision 


have led me to advise tubal sterilization after three cesareans. 


What then are the requirements which we consider essential to a decision for 
cesarean section as against spontaneous delivery in the presence of comparative 
dystocia, 

We should have a woman who has in her pregnancy been recognized as a possible 
cesarean by suitable physical examination; by pelvic measurements; study of the 
size of the fetal ovoid; presentation; general physical condition, particularly signs of 
endocrine disturbances that suggest poor uterine contractions. A woman who has 
been warned against any vaginal invasion in the last month of pregnaney by copula- 
tion, douching, vaginal examinations by anyone, including herself. A woman who is 
allowed to go into labor in a natural way (we believe induction of labor for dystocia 
obsolete) and allowed to continue in labor so long as progress is shown by continued 
dilation of the cervix, and engagement and descent of the presenting part. When 
after a test of & or 12 hours these conditions fail to develop, which facts can always 
be determined by rectal examination, then is the time to elect a suprapubic delivery. 
It would seem needless to add that if the arrest does not occur till the os is fully 
dilated or dilatable, the membranes ruptured, and the head in the midpelvis, then 
delivery should be from below, except in the case of a funnel pelvis. 

The above statements apply to either an anterior or posterior position of the head, 
and we are speaking of primipare or multipara who have lost their previous babies 
in difficult births from below, 

Oversized fetus in a multipara who has had living children by the pitfalls of 
multiple pregnancy, hydramnios with monsters, and the many other factors which 
make engagement so often unattained in a multipara, point to interference from below, 

Breech presentation in an elderly primipara over 35 or in any ease in which for 
any reason there is an unusual value to be set on this child must sometimes be 
considered, 

Prolapse of the cord in a primipara with unprepared soft parts is another indica- 
tion which comes well within our discussion, 

Previous extensive plastic pelvie repair followed by pregnancy, occasionally calls 
for a decision of this kind. Advanced cancer of the cervix is an absolute indication, 
Central placenta previa, in any case in which the diagnosis has been made before 
complete dilatation of the cervix, comes into the class of absolute indication rather 
than the debatable cases we are considering. Continued experience with uncon- 
trollable bleeding, extensive tears, and rupture of the uterus, and sepsis should have 
taught us that the lower zone of the uterus should remain absolutely quiescent in the 
management of this condition. We would feel, however, that in the absence of active 
hemorrhage these cases may well be watched in bed in a hospital till the child is viable, 
always ready for an emergency cesarean, 

In eclampsia, accepting the theory that the primary focus is in the uterus, and he- 
lieving that the convulsions are materially controlled by emptying the uterus, we 
always surgically empty the uterus in the absence of labor, employing the abdominal 
route where the woman is over S months pregnant and the baby is alive, 

In toxemia which is not responding to eliminative treatment and threatening symp- 


toms develop we feel the same way. Cerebral hemorrhage may be anticipated and 
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permanent destruction of liver and kidney tissue avoided by prompt surgical inter- 
vention. 

There remains one other class of cases for consideration, Asthenia occurring in 
heart disease, advanced tuberculosis, and chorea gravidarum, which sometimes come 
up for consideration in the interest of both mother and child. 

I have briefly analyzed the elective cesareans that I have done in the last year. 
In 653 private cases I performed 25 elective cesareans, 15 were in primipare and 8 
in multipare. In the primipare the indications were as follows: 8 disproportion 
after test of labor from 8 to 34 hours; 2 pre-eclampties at term; 1 pre-eclamptie with 
central placenta previa at 8 months; 1 funnel pelvis with test of labor, head jammed 
in mid-pelvis, full dilation; 1 dystocia from previous Gilliam operation; 1 asthenia 
from chorea gravidarum with mitral stenosis and tuberculosis; 1 multiple fibroid in 
an elderly primipara who had frequently been advised hysterectomy. 

Of the 8 multipare 5 were second cesareans; 1 was for central placenta previa 
after 2 dead babies in the presence of placenta previa previously; 1 for dystocia 
from previous fixation of the uterus; 1 after 1 dead baby by forceps, disproportion 
test of labor for 8 hours; 1 mother died, a second cesarean, a preventable death, Too 
much bleeding occurred at time of operation from a complication of adhesions, She 
died of delayed shock coming on 4 hours after operation. She should have been trans- 
fused at once after operation, There was no fetal mortality, 

Conclusions.—First: cesarean section has a place for consideration as against 
spontaneous delivery. 

Second: its chief dangers, both to the standing of the operation and the interests 
of the patient, lie in a lack of appreciation as to when it should be employed, 

Third: certain conditions of previous study and management of the case are ab- 
solutely necessary to its rational employment, 

Fourth: the following conditions may offer indications for cesarean vs, spontaneous 
delivery: Disproportion after test of labor; breech presentation in an elderly primi- 
para; prolapse of the cord in a primiparous woman; with unprepared soft parts; 
previous extensive plastic pelvic repair; central placenta previa; eclampsia in the Sth 
or 9th month; pre-eclamptic toxemia in the 8th or 9th month; asthenia from various 


Forceps and Episiotomy 


3y CHARLES G. CHILD, JR. 


The first, and, I think L may say without contradiction, the all-important, point 
in the consideration of forceps is to decide when to apply them. How to apply them 
does not enter into the scope of this paper, but I should like to emphasize the fact 
that their application when properly indicated, is not nearly so difficult as is often 
supposed, The really difficult forceps cases are usually those where the propriety 
of their use is open to question. When indicated, they are of the greatest value, but 
their use when contraindicated, may not only. greatly complicate the case, but will 
many times prove disastrous to cither the baby, the mother, or both, 

Undoubtedly forceps are to-day used too often and too early, just as in the past 
they were not used often cnough and too late. To decide with greater certainty when 
to apply instruments, is to my mind one of the most important points that obstetrics 
has to determine. 

Indications —These may properly be divided into two classes: 1. Indications on 
the part of the mother, 2. Indications on the part of the child. 

Mother: (a) Undue prolongation of labor always affects the mother unfavorably, 
causing complications that may be either primary or secondary. A gradually rising 


temperature and pulse during the progress of labor is a pretty certain indication that 


causes, 
| 
| 
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the individual is not playing the game as she should. It is a safe rule to take the 
temperature and pulse every hour from the onset to the termination of labor. 

While true exhaustion of the mother may, in its beginning, be an indication for the 
use of forceps, a mere tiring from want of sleep, proper encouragement, or a poor 
morale, seldom if ever, is an indication for their use, 

(b) When the second stage in anterior vertex, or frank breech presentations lasts 
more than two hours, 

(c) When signs of a threatened rupture of the uterus appear and a rapid delivery 
becomes necessary, forceps may be the method of choice. 

(d) Urgent indications to terminate labor are often presented by the general 
conditions of the mother, where prolonged labor might threaten life, as in certain 
cardiac conditions, pulmonary diseases, typhoid fever, eclampsia, and the like; where 
it is generally highly desirable to shorten the second stage of labor as much as 
possible. 

The use of forceps as a means of rotating occiput posterior positions and forceps 
to the aftercoming head in breech deliveries, may at times be indicated, but should 
only be carried out by an operator possessed of the greatest obstetrical skill. 

The Child: (a) Just as the temperature and the pulse of the mother is a most 
valuable guide as to the manner in which she is standing the progress of labor, the 
fetal heart of the baby is an all-important criterion of its condition and should be 
carefully listened to and frequently counted. An abnormally low or high rate of 
heat indicates beginning distress on the part of the baby, while a slow distant beat 
succeeding a rapid one is usually an indication to interfere. When the fetal heart 
cannot be heard directly after the subsidence of a pain, though it may reappear before 
the onset of the next one, as little time should be lost as possible in ending the labor. 

(b) The appearance of meconium between pains is usually an indication of ex- 
haustion on the part of the baby. 

(¢) A prolapsed, pulsating cord with fixation of the head is an indication for the 
use of forceps. 

(d) A large caput denotes undue and prolonged pressure of the head and calls 
for a careful consideration of the advisability of a forceps termination of the labor. 

Requirements. — Certain all-important conditions should be present before forceps 
should be applied, except in cases of dire emergencies: The bladder should be empty; 
the membrane should have ruptured; and the cervix should be fully dilated and 
paralyzed. It is wrong to apply forceps through an undilated cervix, using the 
fetal head as a dilator, Thorough paralysis of the cervix is of considerable import- 
anee and, where forceps are applied to the breech, it is of the greatest importance in 
preventing contraction of the cervix on the neck which causes many fetal deaths by 
interfering with the prompt delivery of the aftercoming head. 

While it is true that the cervix may be fully dilated by manual methods, mechanical 
dilators are usually to be preferred and it is only by their use that the cervix can be 
effectually paralyzed, 

Exeept in the rarest instances, the occiput should be anterior and the head should 
he fixed in the pelvie brim by its largest diameter. 

Episiotomy.—When the presenting part of the child reaches the perineum the 
role assumed by the one in charge of the case, that up to this time may have been 
entirely passive, becomes more active. He now only too often urges the woman to 
redoubled efforts, and neglects to administer an anesthetic, fearing thereby to retard 
the pains and prolong the labor, As a result the patient’s suffering is greatly in- 
creased, and her future usefulness in life is often impaired by a serious traumatism 
of the pelvic floor, 


As the head approaches the perincum, the danger point in the stretching of the 
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levator muscle begins. Whether it will be equal to the situation and allow the birth 
of the child without sustaining permanent injury, is a question that can never be 
decided with certainty until after the birth has occurred. Many times the prolonged 
dilatation, where perineal stretching is unduly delayed, results in a paralysis of the 
muscle, or subcutaneous separation of its fibers, that is just as disastrous as their 
actual tearing would be, and gives rise to a. condition often more difficult to correct 
subsequently than if it had actually been torn. Therefore, do not unnecessarily hold 
the head on the perineum with the idea of securing sufficient dilatation to prevent 
laceration. Many times a solution of continuity occurs that is not evident externally. 
I have seen the vaginal wall, the levator muscle, and even the sphincter muscle, torn 
completely without any laceration showing externally, and this has happened in cases 
where only moderate bulging was observed, In one case the membranes caused a 
second degree tear before the head reached the perineum. 


When the head has advanced sufficiently to begin the separation of the vulva, is the 
time to open the vagina between pains, and as the head recedes, to inspect its walls 
carefully. Any tearing of the mucous membrane, even though slight, is an indication 
that such tear will, in all probability, later involve the deeper structures. 

We have now a choice of two procedures for the preservation of the perineum: 
The first is the time honored one of holding back the head with each pain until we 
think that a sufficient degree of stretching has been obtained to allow its birth without 
laceration; the second is that of sufficiently enlarging the opening by an incision. 
The first method, I think you will agree with me, is more or less uncertain; the 
second, when properly performed, I believe, is much to be preferred. 

The operation of episiotomy is an old one, but like many old things, often for- 
gotten or derided. It is an operation well within the capability of the general 
practitioner, It shortens the perineal stage of labor, saves the perineum and many 
times, in breech deliveries, the life of the child as well. It converts a breech extrac- 
tion in a primipara into as easy an affair as in a multipara,—if I may be allowed to 
use the word ‘‘easy’’ in conjunction with such a formidable subject as breech delivery. 

The operation of episiotomy consists of enlarging the outlet of the birth canal 
by an incision made preferably with scissors. The site of the incision is on one side 
of the vulva, and should go through the skin, subcutaneous and adipose tissue, down 
to the levator muscle. The division of the muscle should be carried to a point just 
sufficient to allow the birth of the head, The extent is gauged as the head advances 
with each pain, The division of the fibers progresses hand in hand with the pressure 
of the head, until the proper point has been reached. In some primipara, in whom 
the introitus is too small, or the head too large, bilateral episiotomy may be necessary. 
In breech extractions, where plenty of room is so often necessary for the release of 
extended arms, or to incise a cervix that has contracted around the neck of the after- 
coming head, no chances should be taken with a small incision, 

The suturing of the incision after delivery offers no particular difficulty. Inter- 
rupted silkworm-gut sutures are the best, and these should be passed deeply from 
Without inwards, taking up all tissue as far as the vaginal mucosa, The latter is 
then united by a continuous suture of No, 2 chromie catgut. All sutures can be 
introduced while waiting for the expulsion of the placenta, with the patient still 
under the anesthetic, and their introduction is greatly facilitated by the placing of a 
medium sized laparotomy pad in the vagina to prevent obstruction of the field, of 
operation by blood coming from the uterus, These sutures ought not be tied, how 
ever, until after the delivery of the placenta, for if it is adherent, a manual removal 
may be necessary. 

Though many good authorities give episiotomy a low rating, [ would strongly 


recommend it as a most valuable obstetrical operation, 


| 
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Enforced First Stage of Labor 


By FRANKLIN A. DorMAN 


Several years ago a Fellow of this Society wrote an article on the operative treat- 
ment of labor, In this article he warmly advocated the use of the bag at term in 
certain cases, and claimed that thereby he reduced the number of his operative de- 
liveries. Some of us, in discussion, pointed out the fact that the use of the bag was 
in itself an operative procedure, 

With practically all of us, an enforced first stage of Jabor means the use of the 
cervical bag. Pecause of the other alternatives, first, the bougie, means quite probable 
early rupture of the membranes with the resulting dry labor; and secondly the cervical 
tumpon is of indefinite efficacy and may not continue its preliminary effect. The 
bay, on the other hand, will in time induce uterine contractions with cervical dilata- 
tion; it will also serve as a tampon in cases of placenta previa, and, to some extent, 
us a substitute for the bag of waters in dry labor, 

I would state my thesis as follows: that enforced first stage means induction of 
labor; that induction of labor means use of the cervical bag; and, lastly, that the 
employment of the bag constitutes an operative procedure,—one that is in itself of 
such serious possibilities that its adoption should be under the best indications, 

The scope of this operation has covered a wide range of indications, many of which 
may occur any time during the course of pregnancy. We summarize them without 
entire endorsement, as: toxemias of pregnancy, insanity, chorea, placenta previa, ac- 
cidental hemorrhage, endocarditis, deformities of the pelvis, induction before, at, or 
ufter term to avoid a relatively oversized child; before term to anticipate possible 
intrauterine death in cases of habitual stillbirth; in cases of dry labor; and in cases 
of intestinal obstruction, 

The value of the bag in labor is well established. I venture to say that there are 
few who would care to practice obstetrics without it. However, methods or fashions 
of treatment change with experience. Some at first regard the bag as of wide ap- 
plication; later show clearly certain disadvantages which tend to limit its scope. Of 
late years, it has seemed to me that the induction of labor has appealed less often, 
that [ have markedly limited its application. To verify this, [| made a study of my 
private case records, For purposes of comparison, my first 500 cases, dating from the 
beginning of private practice in the fall of 1902, were contrasted with a later series 
of 500, to date. To my surprise, I found that the first series showed $5 inductions by 
bag, 1 by bougie; while in the last series there were only 25 bag introductions, 

To answer the question which arose as to whether this change had affected statistics, 
a review of the first 500 cases demonstrated a stillbirth mortality of 6.8 per cent, 
While the last 500 cases gave a stillbirth mortality of 1.8 per cent, a difference of 
per cent. 

The early cases included a large percentage of consultations, many of them in 
tenement houses, while the present clientele is a much more stable one. Evidently, 
however, the figures have not been unfavorably affected by a diminished use of the bag. 

Why has this conservatism in the induction of labor developed? 

The answer is clearly given when we study the sequelw of bag cases. In this series 
of 110 cases, there were 22 high forceps, 24 medium foreeps, 6 low forceps, and 6 
versions, In 18 eases it was necessary to complete dilatation by digital stretching. 
In 10 cases, a primary trachelorrhaphy had to be done, Five cases demanded tampon- 
ade of the uterus for hemorrhage postpartum. There were 9 stillbirths and 9 fetal 
deaths. Three of the inductions were failures. In another case the cervix had to be 
incised in order to complete delivery. The bag converted one vertex case into a 
breech, Labor was prolonged beyond 20 hours in 26 cases. The maternal morbidity 


of the series Tam unable to present, but it must have been above normal. 
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Here then, is the indictment against the unnecessary use of bags. It is an opera- 
tion which demands the most careful aseptic precautions, as it introduces into the 
uterus for a longer or a shorter period a foreign body which may later have to be 
replaced by another and larger body, and perhaps again by yet another, There is 
no definite rule in regard to the uterine response to the stimulus, which may be 
much delayed or transitory in its effect. I have more than once seen a cervix dilated 
to four fingers, close down to one finger in a few hours after the bag expulsion. In 
one case, the patient was having regular uterine contractions stimulated by pituitrin. 

The labor that is induced is apt to be of a poor type, as shown by a large number 
of protracted cases. The jinal dilatation is often incomplete, without the proper 
thinning of the lower segment. The evidence of the frequent and serious operative 
deliveries clearly shows this. 

Granting, then, the possible dangers of the use of the bag, it is important to get 
as clearly as possible in our minds the justifiable conditions for its employment, and 
to be able in a given case to determine when the importance of terminating preg- 
nancy outweighs the disadvantage of a bag labor. 

The commonest indication in our first 500 series was for overtime (?) gestations, 
This was found 29 times. In my last series, while it was still my most frequent 
indication, it was used only seven times. It is my increasing conviction that over- 
time babies are rarer than is commonly supposed, and that an element of the ready 
use of bags in these cases is the nervous strain associated with an anxious patient 
and exigent relatives. The frequency with which patients go three weeks past their 
apparent date and produce normal children should make us extremely careful of an 
arbitrary determination of term. It is my contention that a normal labor, even with 
a large infant, is apt to be safer than an induced one with a smaller child, 

The next frequent indication in our first series was the deformed pelvis. This 
was found 17 times, and in this series I am convinced that I got my worst results. 
In my last series it was used twice. The theory here is that in the-border-line cases 
preliminary diet, with a normal vigorous labor gives the best possible chance of 
success. In the extreme cases, a full term baby by cesarean section is indicated, 
Where a fair test of labor fails, the cesarean section is still a good resort. 

In the toxemias of pregnancy, the enforced Jabor must be an occasional resort. 
My first series showed 11 cases; my last series, six. I fail to see how this indication 
can be much reduced, except by careful prenatal supervision, unless we are able in 
eclampsia to persuade ourselves to fall back entirely upon the morphine and ex- 
pectant treatment. 

Ruptured membranes without uterine pains have supplied a seductive lure for the 
use of bags. My early cases showed its use seven times; in my late series, four 
times. I believe that my next series will show very few, if any, dry labors induced. 
I quote from a recent study of cases of dry labor at the Woman’s Hospital: 

‘*The bags were used in 25 cases; in 11, the chief purpose was to induce labor; 
four special indications for induction were: eclampsia, toxic albuminuria, accidental 
hemorrhage, and placenta previa. In 14 cases dilatation was desired in cases al- 
ready in labor; two of them had placenta previa. In all bag cases, the maternal 
morbidity was 52 per cent; the fetal mortality, 20 per cent. With dry labor the 
only indication, the morbidity was 26 per cent; fetal mortality, 21 per cent. In all 
cases of dry labor, morbidity 26 per cent, mortality, fetal, 8.5 per cent, 

‘*Tn so far as the figures in so few cases can be used as an index, bags did not re- 
duce the maternal morbidity and appeared unfavorable to the safety of the fetus. 
One prolapse of the cord occurred as a complication of the use of the bag, but did 
not cause stillbirth. The termination of the bag labors resulted in 44 per cent of 
operative deliveries, as compared with 28 per cent of all dry labors.’’ 


The further indications employed in our first series were: large child 4; placenta 
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previa, 3; for safety, that is patient in remote neighborhood or with history of 
previous rapid labor, 4; rigid cervix, 3; previous habitual intrauterine deaths, 2; 
endocarditis, 1; accidental hemorrhage, 1; intestinal obstruction and dead fetus, each 
J. In the last series, there was one induction each for large child, rigid cervix, ac- 
cidental hemorrhage, and dead fetus, 

The enforced first stage is therefore in most cases a matter of the use of bays; 
its serious consequences are such that its undertaking should only be as the resort 
to a lesser evil. In the writer’s experience it has decreased to about 5 per cent of 


his labors. 
DISCUSSION ON SYMPOSIUM 


DR. C. G, CHILD, JR.—I would like to suggest to Dr. Humpstone that he might 
enlarge the indications for cesarean section by the addition of that class of cases 


known as accidental or concealed hemorrhage. 


DR. HAROLD BAILEY.—I would like to say a word in regard to the low trans- 
peritoneal cesarean. IT regret that I was not able to be here when Dr, Beck read his 
paper at the last meeting. I have had experience with four cases only, but three of 
these cases were long in labor and had had a number of examinations, some of them 
outside the hospital, and one of them by a midwife. These cases all did well without 
any morbidity with two exceptions. Two cases that were operated late in labor had, 
one on the fifth day and one on the seventh day, a small fistulous opening about the 
middle of the wound which exuded a seropurulent material, but healed up within two 
or three days. Two of these cases had a more or less balancing or fixing of the 
uterus behind the symphysis. Not enough time has elapsed for me to know how 
serious a complication that is, but when they left the hospital (they have all been 
done since October) two of these cases had the uterus pretty well fixed behind the 
symphysis, 

I feel that late cases can certainly be handled by this means, and especially after 
we have more experience in the technic, with greater safety than by delivery from 


below and with the probability or almost certainty of getting a living child. 


DR. FL A, DORMAN.—TI would like to ask Dr. Humpstone to make perfectly 
clear whether he has entirely abandoned the use of induction of labor in cases of 


toxemia or pre-eclamptie cases, 


DR. J. C. EDGAR.—Dr. Humpstone brought out the requirements of a test of 
labor, with reference to contracted pelves, and I am very anxious to have him make 
clear the same point that Dr, Dorman has just referred to. I understood him to say 
that the induction of labor was an absolute indication. I could not subscribe to that 
for a moment for I believe we should give a test of labor more often in these cases. 
The beginning of pregnancy is an unknown quantity and the power of the uterine 
contractions is an unknown quantity in a given case. _We used to hear some years 
ago a gentleman from Boston discussing the prognosis of labor, and he undertook to 
say that in a given case he could prognosticate the character of labor that a given 
woman would have and, secondly, if she had a relatively contracted pelvis that a 
given case would have strong labor pains and another one would be inclined to have 
inertia. 

When he spoke of plastic vaginal operations I presume, of course, he included 
amputation of the cervix as formerly done. I am at the moment confronted with the 
confinement of a woman who has had a cervix amputation and I consider this as 


almost a positive indication for cesarean section, 


DR. G. H. RYDER.—Did I understand Dr. Humpstone to say that eclampsia 


Was often in itself an absolute indication for cesarean section? Of course, in eclamp- 
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sia with the old and tried methods of induction of labor, followed by natural deliv- 
ery, or by accouchement forcé, or forceps delivery, good results were often obtained. 
I would like to know whether or not he means that we should discard these tried 
methods in eclampsia, and resort always to cesarean section. He also said that in 
placenta previa associated with long rigid cervices not much dilated, where an 
early diagnosis is made, cesarean section is absolutely indicated. I would like to 
ask if in these cases after cesarean section, he gets much bleeding, and if so how he 
controls it. 

DR. E. T. HULL.—It seems to’me that we have had tonight an exposition of 
sane obstetrics in all of the discussions and in all of the papers, and it has been a 
pleasure to hear such an exposition after hearing about ‘‘habitual version’’ and 
various other things, _ 

There is one point about the cervix upon which I would like to comment. A bag 
will not, unassisted, dilate and paralyze the cervix. 

If you consider the hard forceps operations which you have done, you will find, I 
think, that it has rarely been bony obstruction or disproportion which has made the 
operation difficult, or which has given bad results, but it has been the obstruction 
by the cervix. You apply forceps and their irritation of the lower segment stimu- 
lates the uterus to contract. As soon as you get the forceps on and pull, the cervix 
will contract down again, 

[ would like to ask Dr. Child whether it is possible to dilate a cervix, either 
manually or instrumentally, in such a way that it will not contract down again. In 
other words, so that it is obliterated and paralyzed. The only way, in my belief, that 
a cervix could be obliterated is by normal labor pains, and you cannot do it either 
by manual dilatation, with bags, or by instrumental dilatation. 


DR. WILLIAM PFEIFFER.—I am glad to hear Dr. Humpstone, in giving the 
indications for cesarean section in eclampsia, discard the old distinction between 
the multiparous and the primiparous woman, It was only very recently stated that 
the multiparous woman in eclampsia should not be sectioned. It seems to me it is 
the condition of the soft parts, whether it is the first or the fifth child, which is 
the determining factor in doing a section in eclampsia. 


DR. O. P. HUMPSTONE.—This paper was not on the absolute indications, such 
as absolutely contracted pelvis and tumors blocking the pelvis. It was a paper on the 
comparative indications between spontaneous delivery and cesarean section, 

Dr. Dorman and Dr, Edgar both asked the question whether we induce labor in 
toxemia with bags. Of course, we induce labor, but not in dystocia. I said 
we consider the induction of labor for dystocia obsolete. We feel the woman 
should be allowed to go and be given a test of labor under necessary pre- 
cautions and then do a cesarean before it is too late. Again, given a woman who 
has had a complete tear into the rectum which has been repaired and at the same 
time an amputation of the cervix and an anterior wall done; I think most of us 
would feel that rather than avoid the prolapse that existed before, it is safer and 
saner to do a cesarean; particularly if some ligamentous operation, such as a Gilliam 
operation, was done, which may occasionally cause a dystocia, 

We do cesarean in eclampsia on cases which are not in labor, in the eighth and 
ninth month of pregnaney. I would not do a cesarean on a woman who is ad- 
vancing rapidly and satisfactorily in labor in eclampsia, 

As to bleeding in placenta previa: in the cases which [T have done cesarean section 
in placenta previa I have never had any hemorrhage. IL cannot conceive why such 


hemorrhage is not as controllable as any hemorrhage after cesarean section by 


996 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


simply packing the vagina, In the cases in which bleeding took place after cesarean, 
the situation has been entirely controlled by packing the vagina and the use of 
pituitrin. We don’t have to pack into the uterus. It is necessary to keep away 
from the lower zone of the uterus in placenta previa, if you want to keep out of 
trouble, 

Dr. Pfeiffer referred to the woman in labor in eclampsia. We don’t do cesarean 
to the woman in labor, but to the woman not in labor, in the eighth and ninth month 
of pregnancy. 

[ would like to say a word for central episiotomy or perineotomy. It has been 
my habit, since Dr. Pomeroy brought this out, to practice elective perineotomy on 
primiparae as a routine procedure, except in a very few cases. The advantage of it, 
in my opinion, is that you are working in the region between the two levators, and 
they are not torn in the procedure, We do a preliminary dilatation of the sphincter 
muscle, and if one cuts through the sphincter, there is nothing to fear. These cases 
have healed in my experience just the same as any other cases. We put two sutures 
through the levators, draw them together, and at the top of the triangular wound, 
on the inside, put a running stitch down to the edge of the skin, just outside of the 
hymen, and then catch the fascia over the levators. After they have been tied to- 
gether, yeu continue with the same stitch subcutaneously and tie at the top. You 
cannot tell subsequently that the woman has had an incision in the perineum, and 
afterwards, unless one is careful, the patient wili have a tighter perineum than she 
had before. 

DR. J. C. EDGAR.—I am inclined to subscribe to Dr. Child’s statement that for- 
ceps are used too often and too early. 

The point just brought out by Dr. Humpstone I was waiting for Dr, Child to 
bring out, namely, central episiotomy. Where it is necessary to cut, the central 
line is the place to cut. It is a cleaner surgical procedure, the belly of the levator 
is not torn or cut, and the muscles are more intact than with incisions on the side. 
However, I sometimes make a lateral incision. 

I think one of the most valuable points Dr. Child brought out is the pernicious 
results of holding back the head. Most of us have been guilty of that. I have been 
guilty of it, especially in private practice, where for some reason the labor is more 
precipitate or rapid than expected and in the anxiety of the nurse in trying to 
follow out what she considers the wishes of the doctor, she tries to keep the case 
for him, gives some chloroform and places a towel over the perineum, The head is 
thus sometimes held back one-half or three-quarters of an hour with chloroform, and 
during that time there may not be any visible rupture of the perineum or vagina, but, 
as after results indicate, there is no question but that there is a subcutaneous sepa- 
ration of the fibers of the levator. 

I had quite a characteristic case sent to me from out of town, which was de- 
livered by one of the doctors in this room here now. There wasn’t a sign of any 
laceration, She had a second degree prolapse of the uterus, eystocele and rectocele 
after the first confinement. The head was held back the best part of an hour 
waiting for the attending physician. I also had such an experience last week, in 
which I could not criticize the nurse. I only had to take two stitches. I feel she 
is eventually going to suffer from the holding back of the head and the pounding, 
in spite of the chloroform that was given, It is unthinkable to allow the head to 
stay for any length of time on the pelvie floor because you get much more laceration 
than you would by forceps. 

The thought has come to me in the last few years that the forceps can be improved 
upon as an instrument. If you will excuse the expression, I think it is more or less 
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of a ‘‘rotten’’ surgical instrument. We are constantly speaking of the proper appli- 
cation of the forceps or the adaptation of the forceps to the biparietal diameters and 
have taken no account at all of the size of the forceps as adapted to the size of 
the baby’s head. We take up a pair of forceps and they are applied to a nine-pound 
baby or to a four-pound baby. We only carry one pair of forceps. I have felt for 
some time that there is a field here for someone to improve the instrument itself. 
Now, perhaps I am a little bit more conservative than I was years ago. There is 
no question that I applied forceps too often and too early, as has been said, and a 
good many of us have applied forceps too early and too often in the past. There is 
a wonderful strain of conservatism running through the discussion this evening which 
applies to the forceps as well as to the other methods, and the forceps to me simply 
tend to lacerate the outlet. They certainly do not adapt themselves properly to the 
fetal head. A gentleman came on here some time ago from Philadelphia who had an 
arrangement to do away with forceps, if it had only worked, He had a sucker, a large 
bicycle pump, and he exhausted the air in the head cup and if he could only have 
kept it on the baby’s head, it would have been the ideal thing. I loaned him a 
manikin and some fetal cadavers to try it out on. It did not add to the diameters 
of the fetal head or the diameters of the breech. I have tried it out at the Bellevue 
service to the limit, but the trouble with it was that you could not get vacuum enough 
in the instrument without taking a piece of the baby’s scalp with it. And then 
some Frenchman had an arrangement with tapes. If you could get those tapes over 
the baby’s head, you had there a means that would not increase the diameters. I 
am trying to bring out the inereased diameters produced by the forceps and the fact 
that the forceps do not adapt themselves to the diameters of the baby’s head. These 
tapes were like one of those caps that we put on the babies’ ears. 

[ think there is a field for improvement in the instrument and to bring out the 
point, that we have heard almost endlessly the last few years of the prophylactic use 
of forceps as a medium for standardizing labor, to make the treatment of labor a 
standardized process. That is unthinkable to me. 


DR. G. W. KOSMAK.—I want to speak about central episiotomy, I do not 
think it .is anatomically correct to do lateral episiotomy. You get extreme separation 
of the muscular fibers, it is very difficult to repair, and in some instances it is fol- 
lowed by a great deal of pain. I recall a case in which a lateral episiotomy was 
done, in which the healing process was accompanied by extremely painful and an- 
noying sensations so as to make that woman’s puerperal state a very miserable one. 

I want to bring out what the previous speakers said in regard to central episiotomy. 
The operation is very much better, healing is better, and the final results are better 
than those you get with lateral episiotomy. Furthermore, you get more room and 


you get the room in the place where you need it. 


DR. R. M. BEACH .—Regarding episiotomy, I have to take exception to what some 
of the men have said, I think that we must differentiate the type of case in which 
we use the medium and that in which we use the lateral incision of the perineum. 

I was quite enthusiastic over the median perineotomy until I got a third degree 
tear of the rectum, and in spite of what Dr. Humpstone has said, I do not care to 
get any more third degree tears that I can avoid. 

I have formulated in my own mind prétty definitely the cases on which I use the 
median incision and those on which I use the lateral incision of the perineum, 

I use the median incision in cases where the head is down to the pelvie floor, 
where the woman has a long perineal body, where the anal opening is well posterior. 
When such a perineal body becomes totally blanched and white from the pressure of 
the head, I think the median incision is perfectly safe. On the other hand, the 
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lateral is best adapted, I believe, to those cases in which we are dealing with a large 
and hard head, and, secondly, where we are dealing with a breech in a primipara with 
a liability to complications with the arms and the aftercoming head. In such cases we 
may get excited in getting the arms and the head out and a third degree tear results. 
Thirdly, I use it in impacted occipitoposteriors where you cannot rotate the head, 
where the uterine body has gripped the fetal body so firmly that you must deliver 
as an occipitoposterior. Fourthly, I use the lateral incision in those cases where the 
pubic arch is narrow, where the head fulcrums posteriorly, being forced nearer to 
the rectum and lastly, the lateral incision is preferable where the introitus is un- 
usually small with a deficiency of vulvar tissue. I feel that in all these types of 


cases the lateral episiotomy is better than the central. 


DR. HAROLD BAILEY.—Where median perineotomy is done as a routine it is 
quite a different matter, it seems to me, than where it is used in certain indicated 
cases, Where it is used as a routine, it is stated that there is a third degree tear or 
incision into the rectum in every twenty-eighth case. I would like to know what 
becomes of those women in their subsequent labors. Are they delivered from below, 
or do they have to fall into the class of indicated cesareans? Moreover, I believe 
that the contention of the ‘*median perineotomists’’ that it is easier to sew up this 
tear, is fundamentally wrong, It is true that they can be sutured satisfactorily. How- 
ever, there is a great proportion of these tears that extend, and it seems to me that 
the extending tear presents just as grave a situation as an ordinary tear without 
episiotomy or perineotomy. 

Then, again, if this operation is indicated, it seems to me, that it is indicated 
for one reason and only one, and that is to save fetal life. Where the head stops at 
the perineal outlet and the pressure is great, the contention should be for the opera 


tion, that it saves long-continued pressure on the fetal head. 


DR. FL. A. DORMAN.—Today there is a constant appeal for the extension of 
the use of perineotomies or episiotomies. There is one argument for holding back 
the head; namely, to allow the doctor to get there only to perform his perineal 
section, I believe honestly that the present race of obstetricians is going to forget 
how to deliver a head over the perincum, I cannot predict when the perineum is 
going to tear in any given case, but L confidently believe in the great majority of 
my own cases that it is just as easy to sew up a slight laceration after labor as to 
repair an extensive incision, and sometimes there will be no tear to repair. 

It is coming to the point where we are going to show no skill in the delivery of 
the aftercoming head. We are going to lay the perineum open and pull the baby 
out, That is not obstetrics, I don’t mean to depreecate the proper perineotomy or 
belittle the lateral incision with a narrow pelvis and an enormous, hard head or in 
delivering a breech where it is necessary to carry the hand in, but it makes me im 
patient to hear about the routine splitting open of the pelvie floor to save the woman’s 


future health, because [ do not believe it is necessary. 


DR. S. H. GEIST.—I would offer two theoretical objections to the median peri 
neotomy. Dr. Pomeroy cuts through the sphincter ani, and apparently in many in 
stances where it is not done, it tears through in the delivery. The advocates of the 
operation always insist on the fact that they get good results in sewing up the 
sphincter. It strikes me that the man doing the lateral operation will be just as 
enthusiastic about the final results of that operation and I see no reason why one 
should jeopardize the integrity of the sphincter, 

Another objection is that you deliberately, when you cut through the sphincter, 
open up into the vagina a badly infected tract (the rectum), making the vagina and 


rectum one, a cloaca, While I do not think many of the men have reported bad 
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results from working in this infected canal, still I think it is a matter which deserves 
some further attention. 


DR. W. S. SMITH.—I have seen Dr. Pomeroy do a good many central perine- 
otomies. He does not do the operation on every primipara, I have never seen him 
cut the sphincter unless he was very certain that it was going to tear. He waits until 
there is a laceration of the vaginal mucous membrane before doing it. 

Practically all these perineotomies are preceded by dilatation of the sphincter, 
so that if it is necessary to go through the sphincter the ends will be in sight and 


very easily repaired, 


DR. CHARLES G, CHILD, JR.—With respect to the relative merits of the two 
operations, I would say that whereas neither one is better than the other for all cases, 
I feel, as I laid down in my paper, that lateral episiotomy is preferable in the great 
majority of cases. 

I cannot subscribe to what Dr. Humpstone said about the median incision being 
less dangerous and being more desirable because it separated both of the levator 
muscles from their attachment, the very thing we want to avoid if possible. In 
episiotomy only one muscle is cut, and the attachment of the muscles in the median 
raphé is not interfered with in the least. The median incision runs in the line of 
direction of the sphincter muscle, which it is desirable to avoid. With episiotomy 
the sphincter muscle has never been, to my knowledge, torn because it is entirely 
out of the way as the labor advances, and it is, furthermore, very much easier of 
suture and very much more certain of union because it lies to one side well up out 
of the channel of lochial drainage. The median line incision lies in the gutter over 
which the lochia passes and it is more liable to become infected, The objection 
offered by Dr. Kosmak that episiotomy is not anatomically correct I feel is open 
to just criticism. I know of no reason why Dr. Kosmak and Dr. Dorman should both 
have had the unpleasant experience of pain and suffering on the part of the patient 
during the union in the episiotomy incision. 


DR. J. C. EDGAR.—I was a little in doubt whether Dr. Dorman in his use of 
the term ‘‘enforeed labor’? by the use of de Ribes’ bag, meant dilatation of the 


cervix plus induction of labor, or simply induction of labor. 
DR. F. A. DORMAN,.—Induction of labor and the enforced stage, both. 


DR. J. C. EDGAR.—TI agree with Dr. Dorman that the introduction of a bag is 
a surgical procedure and requires proper preparation of the vagina, for the reason 
that one is passing from an unclean area into a sterile cavity. The cervix should be 
properly exposed and the bag introduced by inspection, directly into the cervical 
canal, 

I cannot understand the high fetal mortality in Dr. Dorman’s series. We have 
been using bags for many years on the Bellevue Hospital and the Manhattan Hospital 
services and do not consider that the bag of itself with the proper technic adds at 
all to an unfavorable prognosis. At the same time we must bear in mind that 
the introduction of a de Ribes’ bag is a surgical procedure, and if it carries with 
it such a high infant mortality, 1 cannot see why the old method of giving castor 
oil should not have a chance, Recently it has fallen into disfavor as many statements 
have been made regarding its unreliability. In the Bellevue service we had something 
like 45 per cent of cases in which it was successful, In induction of labor it is an 
absolutely safe procedure, If our statisties are true on the Bellevue Hospital service 
and we had 45 per cent of successes with castor oil, I think it is only fair to a woman, 


if you think she has a large child and she has not gone into labor, to give castor oil 
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a chance. Personally, I like to give a huge dose of castor oil after a full meal in the 
evening before digestion is complete. 

I do not like to give one full dose of quinin, If you give quinin, I think it should 
be given in divided doses every half-hour until 10 or 12 grains are given. Some 
women are peculiarly susceptible to quinin, and it sometimes creates a good deal of 


systemic disturbance. 


DR. G. H. RYDER.—TI was very much pleased with what Dr. Dorman said about 
using bays less and less for the induction of labor. I know that I am now doing 
fewer inductions than when I first began to practice. 

I think it is only fair to state that some of the bad results following the use of 
bays are due to the fact that the bags were not indicated. It is like using forceps 
when they are not indicated, using them too soon or in unsuitable cases. There are 
some cases in which we know bags are almost sure to succeed, and others in which 
we know they would have little chance of success. If we use them in cases where 
they are not indicated, we are going to have bad results. Where the cervix is only 
slightly dilated and is long and rigid, bags are not well indicated as a rule, and if 
they are used, the result is apt to be disappointing. Where the cervix is dilated two 
fingers and soft, with the fetal head well down in the pelvis, the use of bags is far 
more likely to succeed. 

I think another point is this: The use of bags should never be persisted in if they 
do not start up labor pains, rather the attempt to induce labor should be given up 
temporarily. Failure to follow this rule is a great source of trouble, for which the 
bag is unjustly blamed. To illustrate: A bag is inserted to start labor. Labor fails 
to start, and the doctor becomes impatient, and takes the bag out and puts in a 
larger one or a bougie. Still labor does not start. Then the cervix is dilated 
manually, the membranes ruptured, and finally the labor ended with a version and 
breech extraction or a hard forceps operation. If the bag had been taken out at 
first when it was apparent that it was not doing any good, and the woman had been 
Jet alone, no harm would have been done by the bag, and labor would probably 
have started shortly after spontaneously. 

So I think that before we condemn the dilating bag, we should remember that the 
bad results following its use are often due to the fact that it was improperly used 
or was even actually contraindicated. 


Book Review 


Operative Gynecology.—By Harry Sturgeon Crossen, M.D., F.A.CS., 
Associate Gynecologist, Barnes Hospital, and Associate in Gynecol- 
ogy, Washington University. Medical School. New second revised 
edition. With 834 illustrations. C. V. Mosby Company, St. Louis, 
1920. 


Practitioners of gynecologic surgery appreciate full well the value of Crossen. It 
is devoted exclusively to operative treatment, It analyzes all the different operative 
procedures for every pathologic lesion referable to the pelvis and points out the best 
operative technic to select in each given case, stating fully the reasons for each selee- 
tion. Individualization is always paramount. The 834 illustrations are indeed im- 
pressive and certainly instructive. The skeleton outline of the book appeals to the 
systematic student, 

The chapter on retrodisplacements of the uterus is a masterpiece. How often do 
we hear an operator remark, ‘‘ My operation will correct any form of retroversion’’? 
Crossen gives in detail the operative technic, wonderfully illustrated, of some thirty 
operations for retrodisplacements of the uterus and points out that the ‘‘living 
pathology’? of each case must be understood before the best operative procedure can 
be selected for that case, This, certainly, serves to impress the surgical student 
with the fact that a thorough understanding of pathologic anatomy is a prerequi- 
site to surgical success. 

Just as retroversion has been clarified, so has the subject of prolapsus uteri. 
Perhaps, there does not exist today a surgical subject so much talked about and so 
little understood as prolapse of the uterus and bladder, The mechanism of prolapse 
is clearly given, and what could be more important as regards its correction than a 
thorough appreciation of the causes? In his classification of operative measures 
for the cure of prolapse of the uterus and bladder, Crossen presents the following 
outline: 1. Future pregnancies eliminated. (A) Vaginal operations, (B) <Ab- 
dominal operations. 2. Function of Pregnancy Preserved. (A) Abdominal Opera- 
tions. (B) Vaginal Operations. 3. Special Complications. (A) Retrouterine Her- 
nia. (2B) Prolapse of Rectum and Sigmoid. 

No thoughtful student with honest intentions can fail to grasp the rationale of 
this classification, It is the acme of individualization. In the succeeding sixty 
pages we have deseribed in detail, with innumerable line drawings, the operative 
technic of the many and varied operations that have been devised for the cure of 
prolapse of the uterus and bladder, 

There is perhaps no form of surgery more harassing than that dealing with fistula 
in general and vesico- and rectovaginal fistula in particular. It would seem that 
even Crossen has not given the subject of fistula sufficient descriptive space. Upon 
the accessibility of these fistula depends very largely the success of their closure and 
yet the illustrations do not show the exact location of the more tedious fistula, The 
Souchard incision, as recommended by. Dr. G. G. Ward, of New York, in connection 
with the more inaccéssible vesicovaginal fistula, is a procedure that is extremely 
helpful and should be more generally employed. 

In dealing with the suspicious malignant growths of the cervix, Crossen evidently 
believes, and rightly, in excision of tissue for microscopic examination. Likewise, 


curettage of the uterine cavity is recommended in all cases of suspected cancer, but 
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the indiscriminate routine use of the curette is condemned, The mooted question again 
presents itself for discussion, viz.: Do such traumatic procedures in the presence 
of malignancy tend te cause the further spread of the cancerous growth? With the 
perfect technic recommended and the laboratory facilities at hand today for quick 
and reliable microscopic diagnosis, biopsy is, it would seem, a perfectly justifiable 
procedure, 

Various operations upon the cervix are described and beautifully illustrated. 
Ilowever, issue must be taken with the author when he recommends curettage of the 
cervical canal, trachelorrhaphy or low amputation for the cure of intractable chronic 
endocervicitis. Lo am certain that we have a far better procedure from every stand- 
point in the ‘fceone operation’’ or excision of the cervical mucosa as recommended by 
Sturmdorf and elaborated by Matthews. In this operation the focus of infection is 
removed, therefore, the leucorrhea is relieved, Furthermore, neither the contour or 
the ‘holding power’’ of the cervix is materially interfered with, 

The chapter dealing with the operative treatment of uterine fibromyomata is well 
nigh perfect in every detail. The technic of complete panhysterectomy with full 
technical details as to the handling of the cervix and closing of vaginal canal is cer- 
tuinly praiseworthy. 

Nowhere, perhaps, can one find a better dissertation upon the conservative surgery 
of the ovaries and tubes than is depicted in Crossen. Auto- and heterotransplantation 
of the ovaries, a subject of vital interest, has been treated in a very enlightening 
manner, All the available literature has been reviewed, sifted, classified, and prop- 
erly arranged in order to bring this subject up to date, 

Operative treatment is required for a number of conditions affecting the vagina 
and external genitals, and instead of passing lightly over these minor gynecologic 
procedures, Crossen presents to us the technic for operations on the urethra for incon- 
tinence, the various hymen operations, those on Bartholin glands, the correction of 
vaginal stenosis and atresia by the best modern methods, the radical relief of absence 
of the vagina and those procedures applicable for the relief of dysmenorrhea and 
sterility. 

For the gynecologic apprentice, the last 110 pages of Crossen are well worth 
memorizing for the sake of convenience, if not for practical purposes, Nowhere, per- 
haps, could one find more ‘‘horse sense to the square inch.’’ Information is given 
here that if followed would make the patient more grateful and the surgeon more 
contented with his results. 

In conclusion it must be said that one cannot fail to profit by reading this 
volume by Crossen, It appeals; it satisfies; it delights. The essential description 
iy given in clear-cut word pictures and it depicts operative technic with honest draw- 
ings. The work should commend itself alike to the undergraduate student, the gyne- 
ecologist, and the surgeon, 


Harvey B. MarrHews, M.D., BrooKLyn. 
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General Problems of Obstetrics 


Registrar-General’s Report: Puerperal Mortality in 1919. British 
Medical Journal, 1921. No. 3140, p. 354. 


The statistics from the Registrar-General’s report for England and 
Wales in regard to puerperal mortality are rather disheartening and 
somewhat humiliating. Deaths assigned to pregnaney and childbirth 
in 1919 were 3028 which is about 4.37 per 1000 births. Dedueting 176 
cases under the classification of puerperal nephritis and albuminuria, 
which were not so classified in 1910, it reduces the rate to 4.012 per 
1000 births. The average rate for the preceding ten years was 3.74. 
The increase is mainly due to infection. In 1919 the rate of infections 
was 1.76 per 1000 births which was the highest rate since 1905 when it 
was 1.87. In 1918 the mortality rate from all eauses was 3.55; from 
sepsis 1.35, the lowest rate on record except for 1915 when the death 
from sepsis was 1.54. 

The Registrar-General divides the deaths into two groups: Group I— 
contains 3028 deaths and includes deaths due to pregnaney and child- 
birth such as puerperal infection and the aecidents of childbirth. 
Group IL consists of 1537 deaths due to causes which are associated with 
pregnaney and childbirth. 

Group I is subdivided into: (a) Conditions existing during pregnancy 
which could be so dealt with that maternal deaths would rarely oceur. 
In this series there were: contracted pelves 47; craniotomy 9; mal- 
presentation 12; hydatid mole 6; retroversion of gravid uterus 6; (b) 
Sudden or unexpected accidents: abortions 121; ectopic gestation 73; 
placenta previa 169; hemorrhage with pregnancy 43; rupture of uterus 
20; inertia uteri 7; abnormal fetus 9; difficult or prolonged labor 44; 
(¢) Toxemia of pregnancy: uneontrollable vomiting 28; puerperal 
nephritis and uremia 131; puerperal albuminuria and Bright’s disease 
44; puerperal convulsions 420; (d) Puerperal fever: phlegmasia dolens 
51. Total number of eases under this classification 1208. Puerperal em- 
holism and sudden death 179. Nearly all cases of puerperal fever 
should be preventable. 

Group IL is subdivided into: (a) Conditions usually acute when com- 
plicating pregnaney and childbirth: Influenza 585, Lobar pneumonia 
76, Bronchial pneumonia 34, Searlet fever 10, Appendicitis 10, Intes- 
tinal obstruction 10, Acute phthisis 13, Enterie fever 3; (b) Pre-exist- 
ing conditions usually chronic: Heart disease 177, Pulmonary tubereu- 
losis 66, Bright’s disease 37, Anemia 21, Epilepsy 8, Syphilis 7, Caneer 
6, Diabetes 6. 
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If the cases of group IL ‘61357 deaths not classed as due to pregnancy 
and childbearing, but returned as associated therewith’? are added to 
group I the mortality rate actually amounts to 6.3 per 1000 births. 

Probably 70 per cent of the midwifery of the country is in the hands 
of midwives. The midwives are well instructed and their work is care- 
fully inspected and supervised. They should be in touch with qualified 
practitioners and must have seen women delivered by experts in fully 
equipped lying-in wards. They should be familiar with the minor op- 
erations, version, forceps, ete., performed in their presence by skilled 
teachers. They should have opportunities for personal experience. 

Obstetries is a specialty which cannot be in the hands of the few be- 
cause emergencies may arise suddenly and it may be impossible to 
secure consultation quickly enough to be of any value. There are real 
difficulties in converting a poor bedroom loaded with furniture and 
miscellaneous objects into an antiseptic lving-in room. Yet the pro- 
vision for the institutional care of maternity cases is entirely inade- 
quate. 

“If antenatal supervision were universally adopted, and complications 
anticipated, and if there were a more definite linking up of patient with 
midwife, doctor and hospital, the incidence not only of infection but 
of all other accidents of pregnancy and childbirth would be greatly 
diminished, and puerperal mortality and morbidity would continue to 
decrease.’”’ L. Abate. 


Purdy: Maternal Mortality in Childbirth. The Medical Journal of 


Australia, 1921, i, 39. 


The author deals extensively with the subject as it exists today, espe- 
cially in Australia, from the administrative and preventive point of 
view. The article includes several excellent charts showing the inei- 
dence as well as rise and fall from year to year of puerperal sepsis 
as a cause of maternal mortality in Australia. 

In considering the decline of birth rate he notes the interesting 
fact that in the metropolis of Sidney, where 41.5 per cent of the popu- 
lation of New South Wales is located, the birth rate in 1888 was 41.09 
per cent, while in 1919 it had fallen to 25.05 per cent of the population. 
This rate is 14 per cent below the average of the preceding five years, 
and the lowest on record. The main factor in the reduction of the 
birth rate is intentional restriction, 

Ile also brings out the faet that the general infantile mortality of 
Sidney showed a marked decrease but without appreciable decrease 
in the death rate for the first month of life. Of the 1,175 infants 
who died in Sidney in 1918, 59 per cent died from prematurity and 
developmental diseases. Under this last heading he includes injuries 
at birth, debility at birth, atelectasis, congenital defects, atrophy, 
marasmus and dentition. Some of these causes were due to conditions 
operating at or before the birth of the infant. Syphilis especially 
heing recognized as a common cause of premature birth and stillbirth. 
Ife further emphasizes that it is uncertain to what extent deaths regis- 
tered as atrophy, marasmus, and debility are due to syphilis from an- 
tenatal infection, congenital causes or the lack of adequate care soon 
after birth. 

The maternal mortality in Australia in 1918 showed that 592 mothers 
died from puerperal causes. Thirty-two per cent of the total mortality 
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in childbearing was due to infections at childbirth, eclampsia and renal 
disease causing approximately 22 per cent of the mortality. He be- 
lieves that a larger part of the mortality and a still greater amount of 
subsequent associated sickness could be prevented, if adequate ante- 
natal care and skillful attendance under satisfactory conditions at and 
after birth were made available. 

The author urges adoption of the midwives aet, which he discusses 
fully, as a means toward reducing both infantile and maternal death 
rate. 

It was estimated that medical assistance was obtained in approxi- 
mately 12 per cent of the eases delivered annually, in 7.4 per cent 
in the interest of the mother, and 4.6 per cent on behalf of the child. 
Interesting in this connection is the fact that the average percentage 
of the eases, in which medical aid is sought by midwives, rises propor- 
tionately to the increase in knowledge of the midwives. 

NorMAN MILLer. 


MclIlwraith: Obstetrics and the State. (Canadian Medical Association 


Journal, 1920, x, 305. 


Although 75 per cent of women are delivered by midwives, there has 
been a gradual decrease of the maternal death rate in England, Seot- 
land and Wales since the enactment of the Midwife Act and the 
Health Insurance Act, both of which are administered by the Ministry 
of Health. At present, there are 3.69 maternal deaths for every thou- 
sand live births. Of these, 1.44 are due to sepsis. In Ontario the rate 
has remained about the same for some years, namely 5.4 per 1000, of 
which 1.88 or 35 per cent are due to sepsis. This is given as an ex- 
ample of what can be done by proper legislation which must be pre- 
ceded by the education of both profession and laity along these lines. 
Similar beneficial results have been obtained in other countries by 
vears of sane laws. 

However, legislation may be carried to extremes. Lately Lloyd 
George has been importuned to use his influence to have the state 
supply twilight sleep to the poor. Also, it has been found that too much 
paternalism on the part of the state breeds indolence on the part of 
the people. Or, it may be carried to such extremes as in Bolschevik 
countries, where the state assumes complete control of the child. 

Mellwraith thinks the most potent causes of maternal mortality 
are, first, meddlesome midwifery, especially injudicious forceps ap- 
plication, lack of regard for asepsis and the performing of obstetrical 
operations under unfavorable surroundings and, second, the lack of 
appreciation on the part of the publie of the dangers incident to 
childbirth which causes it to regard our efforts as mere ostentation. 

R. E. Wosus. 


Calderon: Obstetrics and its Relation to Infantile Mortality. The 
Philippine Journal of Science, 1920, xvii, 19. 


After recounting the dangers to both fetus and newborn from the 
lack of proper obstetrie service, Calderon proposes such measures as 
would, in his opinion, best alleviate this deficiency in the Philippines. 
He proposes the establishment of provincial hospitals with out-patient 
maternity services. In such places where there is already a sufficient 
number of doctors and nurses, he advocates the organization of ma- 
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ternity services at once. Furthermore, he would have a commission 
discuss ways and means of making the practice of medicine more at- 
tractive to young men, there being, at present, only one doctor to 
11,175 of the population, and these few physicians are by no means 
equally distributed over the islands. R. KE. Wosus. 


Howard: The Real Risk-Rate of Death to Mothers from Causes Con- 
nected with Childbirth. American Journal of Hygiene, 1921, i, 197. 


Based upon the total figures from the birth registration area of the 
United States for the year 1918, Howard finds that for every 10,000 
births and stillbirths, there occur 88.48 maternal deaths due to causes 
incident to pregnaney and childbirth. In England and Wales the 
maternal death rate is only 40.51 per 10,000, or less than one-half. 
The deaths were ascribed to the following causes: Puerperal fever 
27.79 per cent; Accidents of pregnancy 24.28 per cent; Albuminuria 
and convulsions 19.97 per cent; Accidents of labor 18.08 per cent; and 
Puerperal hemorrhage 6.85 per cent. 

While the rate for some of the Eastern medical centers was found to 
be somewhat lower than the average, the total urban death-rate was 
found to be considerably higher than that for the rural districts. This 
difference was due almost altogether to an increase in the number 
of deaths resulting from septicemia, albuminuria and convulsions. 
The mortality among negroes is higher than among whites, it being 
higher in towns and cities in both instances. It is rather striking to 
note to what extent the maternal mortality increases with the age 
of the mother. The percentage of stillbirths is the same in city and 
country, however, it varies greatly for different places (from about 
314 to 7 per cent) and is about twice as great in negroes as among 
whites, R. Worus. 


Robinson: Prenatal Death. Edinburgh Medical Journal, 1921, xxvi, 

137. 

This article, a Sir John Struther Lecture delivered before the Col- 
lege of Surgeons of Edinburgh, establishes the fact that in some mam- 
mals the prenatal death of extruded ova, and of some of the zygotes 
formed from them, is of frequent and quite regular occurrence in 
perfectly healthy animals under ordinary conditions. Under these 
conditions such an occurrence must be then considered as normal. 
Therefore, Robinson feels justified in speaking of a ‘‘normal prenatal 
death rate.”? This is important in view of the fact that obstetricians, 
as a rule, consider prenatal death as due chiefly, if not entirely, to 
disease. If in most mammals, then probably also in men, in a definite, 
though not yet known, percentage of cases the embryo and not the 
mother is at fault. Inability of the gametes of certain individuals to 
unite and the production of abnormal zygotes after union,—both oc- 
currences being not dependent on disease or abnormal environment 
prove: (1) that some sterility is normal and unavoidable; (2) that a 
considerable amount of prenatal death is normal or usual, and, under 
ordinary conditions cannot be avoided; (5) that a considerable num- 
ber of abortions are not only normal but necessary, for they are adapted 
to prevent a diminution of the birth rate; and (4) that the condition 
of the uterine mucosa associated with normal abortions is not diseased 
and that any treatment of it is not only unnecessary but probably also 
will be detrimental. 
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Unfortunately we have no knowledge and no means of ascertaining 
what the human ‘‘normal prenatal death rate’’ is, but this figure would 
have to be subtracted from the percentage figures calculated in the 
customary manner from registration reports, to arrive at the accurate 
figure of prenatal death due to disease. HuGo EHRENFEST. 


Baughman: Statistics from 2341 Clinical Cases of Obstetrics. Vir- 
ginia Medical Monthly, 1921, xlvii, 495. 


The statistics on which this paper is based are obtained from the 
outside obstetrical service of the Medical College of Virginia, cover- 
ing the period from 1910 to 1920. The maternal mortality was .81 
per cent, but if 7 medical deaths are excluded the percentage is re- 
duced to 51. The obstetrical deaths—12 in number—were due to the 
following causes: eclampsia 7, ruptured uterus 2, sepsis 2, and embolus 
1. Ten and a half per cent of the babies were stillborn. 

Joun W. Ifarrts. 


Porter: A Retrospect of Four Thousand Obstetric Cases. South Af- 
rican Medical Reeord, 1920, xviii, 471. 


In a series of 4000 cases the author had 4 maternal deaths, 3 from 
eclampsia and 1 from acute hepatitis. There was not one case of 
puerperal septicemia. In 40 per cent of normal deliveries lacerations 
of greater or less degree occurred. With a forceps rate of 15 per cent 
in one series the laceration rate was 55 per cent. In another series 
with a forceps rate of 22 per cent there was a laceration rate of 15 per 
cent. Ina later series, the forceps rate being 30 per cent, the laceration 
rate fell to 10 per cent. He attributes the diminution in the percentage 
of lacerations to (1) earlier delivery before the parts have lost their 
normal elasticity, and become edematous and friable from pressure, 
(2) the proper use of axis traction. The application handles of the 
foreeps should not be pulled forward, the head should be allowed to 
carry them into that direction. This must be done to avoid any ex- 
tension of the head. He does not remove the forceps before delivering 
the head. In no forceps case did the tear extend through the sphineter. 

Repair of perineum ruptured into the rectum.—Suceess depends upon 
three factors: (1) Management of the bowels. (2) Use of as few sutures 
as possible; (3) Use of only sufficient tension to secure hemostasis. 
The operation should be performed in from 12 to 36 hours after con- 
finement and after thorough evacuation of the bowels. Hle places a 
small tube in the rectum for from 12 to 24 hours and gives 2 or 3 
drachms of oil on alternate days following the operation. 

Management of oecipito-posterior cases.—The author recommends that 
the head should be rotated manually to anterior position, if natural power 
fails to do so within an hour. If necessary one may use forceps for 
rotating instead of the hand. 

Breech cases in primipara.—lle believes in performing external ver- 
sion at the 58th month asa routine. This should be done under anesthesia 
if necessary. 

Prolonged first stage-—These cases can be divided into 4 groups: (1) 
With feeble, infrequent pains, slow dilatation, very little suffering, rather 
tired patient. For these cases he advises the use of chloroform for 20 to 
30 minutes plus a hypodermic of 4; of morphine; (2) Premature rup- 
ture of the membranes, regular pains, little dilatation, and no progress. 
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IIe divides these cases into two subdivisions: (a) when the presenting 
part does not come down, he uses a bag or manual dilatation, (b) when 
the presenting part comes down but the os does not dilate, he prefers 
chloroform for 20 or 30 minutes; (3) Unruptured membranes, os un- 
dilated, incessant pain with intense suffering, not infrequently some 
malpresentation, shoulder or breech. Chloroform anesthesia acts well 
in these cases; (4) Similar to group 3, but where no treatment is of 
any avail. It is impossible to dilate the cervix manually, it remains 
rigid. These cases are not common. He thinks pituitary extract might 
be tried in 14 ¢.c. doses. 

Postpartum hemorrhage.—Porter had very little experience with these 
cases. Ile believes in introducing the hand or two fingers into the uterus 
and evacuating the uterine cavity thoroughly, after which he com- 
presses the corpus bimanually. 

Adherent placenta.—There were two cases in the series, one totally 
adherent, the other representing only retention of the membranes. The 
membranes should be left alone unless protruding or there is hemorrhage. 

Puerperal pyreria—The author observed that the pulse rate was 
higher in the morning, the temperature higher at night. Ile considers 
a gradually increasing pulse rate as of grave significance even with 
moderate pyrexia and advocates early emptying of the uterus in these 
cases under anesthesia, if necessary, using two fingers, followed by intra- 
uterine Lrrigation. F. L. Apair. 


Ballantyne: The Maternity Hospital, With Its Antenatal and Pre- 
natal Departments. [british Medical Journal: 1921, No. 3137, 221. 


The author believes that an antenatal clinic, prematernity ward, ma- 
ternity ward, and neonatal ward are absolute essential parts of every 
maternity hospital. Gynecologic and pathologie departments are use- 
ful and necessary accessories but not absolute requirements. The 
maternity hospital of the 19th century limited itself to the care of 
women in labor and the care of the mothers and their babies during the 
puerperium. It led to many failures because of neglected and un- 
noticed abnormal conditions existing prior to entrance to the hospital. 
In the early part of the 20th century the idea of the hospitalization of 
pregnant women developed. 

The importance of maternal welfare as an accompaniment of child- 
welfare is gradually becoming recognized. The falling birth rate in 
the havoe of the war and the emphasis on preventive medicine have 
given impetus to this work. The conerete fact was the establishment of 
antenatal clinies and prematernity wards in association with the ma- 
ternity hospital. In the Edinburgh Hospital a bed for the care of 
(dliseases of pregnancy was endowed in 1901. This was soon increased 
to a ward with four beds to which the name ‘‘prematernity ward’’ 
was given. In Glasgow, antenatal dispensaries and an antenatal ward 
were opened in the Glasgow Royal Maternity Hospital between 1916 
and 1918. The author gives credit to Boston for the establishment of 
‘‘prenatal’’ nurses. Hle also speaks of the implantation of American 
ideas of maternal and child welfare in France by Americans during 
the war. With reference to the maternity hospital of the future, the 
author speaks of a well established, thoroughly organized antenatal 
department, together with maternal department and neonatal depart- 
ment. It is unnecessary to emphasize the importance of proper care 
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of the newborn during the month following birth. He states that the 
neonatal death rate is about 40 per 1000 live births and the first year 
death rate about 100 per 1000 live births. Stillbirths added to the neo- 
natal death rate give a total of about 80 per 1000 births. All eases of 
neonatal deaths and stillbirths should be carefully investigated by an 
expert in antenatal and neonatal pathology. The neonatal ward should 
be furnished with incubators and other means of preserving life and 
should be under the management of skilled attendants. Special pro- 
vision should be made for the care of syphilitie babies and those suf- 
fering from ophthalmia neonatorum. These conditions add to the 
responsibilities of hospitals. The modern maternity hospital should 
be a teaching center for both medical students and nurses. 

Ballantyne states that it looks almost as if gynecology were on the 
point of breaking into two parts, the one dealing with those conditions 
due to or militating against childbirth, and the other dealing with 
diseases and tumors common to surgery and gynecology. For the 
former, he thinks provision should be made in conjunction with the 
maternity hospital. For the second subdivision, he sees no particular 
reason for close association with the maternity hospital. 

L. Apair. 


Newell: Prenatal Supervision. Southern Medical Journal, 1921, xiv, 
155. 


The authoe is of the opinion that never before in the history of the 
world has the vital importance of adequate prenatal care, together 
with conscientious obstetrics, been so generally realized as at the pres- 
ent time. The great number of women who die, or are permanently 
disabled from childbirth each year, and the vast number of stillbirths 
and high infant mortality, he believes, indicate two things: first, the 
lack of prenatal care, and secondly, incompetent management of labor 
and the newly born. Nine-tenths of all expectant mothers receive no 
prenatal care, and over forty per cent in the United States are at- 
tended in labor by midwives and physicians who are unqualified and 
incompetent to supervise the pregnant woman. The author believes 
this deplorable condition can be corrected by education of the laity 
to insist upon better obstetrical attention. He suggests the possibility 
of the government aiding or supervising the great work carried on by 
many societies in the larger cities, for instruction and prenatal care 
of expectant mothers. 

In regard to midwives, government statistics have shown that the 
results obtained by them in some communities are not worse than 
the results of incompetent physicians doing obstetrical work. 

NoRMAN F. MILurer. 


Koster: The Value of Abdominal Exercises Before and After Delivery. 
N. Y. Medieal Journal, 1920, exii, 722. 


The tone of the abdominal wall is an important factor in the me- 
chanies of labor and in the maintenance of good health at all other 
times. <A lax wall is usually found in multipare, and is due to the 
overstretching of the muscles during a previous pregnancy beyond the 
limit of elastic recoil. Various types of anterior support give tempo- 
‘ary relief but no permanent result because nothing has been done to 
strengthen the muscles which have lost their natural elasticity. Dur- 
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ing labor such an abdominal wall plays a negligible part in assisting 
the expulsive activity of the uterus; in many instances the relaxation 
encountered is so great that it allows of marked deviation of the uterus 
from the axis of expulsion. 

The elastic tension of any muscle may be increased by exercise. Be- 
fore maternity, therefore, the abdominal muscles should be prepared 
for the expected strain by raising their power through progressive 
exercise, increasing the elasticity beyond the amount of extension en- 
countered in pregnancy. During labor, then, these muscles may fur- 
nish valuable aid to the expulsive efforts of the uterus. The following 
exercise is recommended by the author. With the patient lying on 
her back, the entire lower extremities from the hip down acting like 
a simple lever are flexed upon the abdomen to a line perpendicular 
to the resting surface and then lowered. The movement is repeated 
as many times as possible and the number increased with each sueceed- 
ing trial with a concomitant improvement in the muscular tone. 

MARGARET SCHULZE. 


Young: Some Points in Midwifery Practice. [ritish Medical Journal. 
1920, No. 3129, 927. 


Young emphasizes the proper and appropriate care of mothers (1) 
during pregnancy, telling them to lead a normal, active life avoiding 
shock, strain and fatigue. (2) During labor, he advises not meddlesome 
midwifery but intelligent interference. He advocates the rotation of 
the posterior occiput unless speedily accomplished by Nature. He is 
against application of forceps without first rotating the occiput and 
recommends the correction of face presentation at or above the brim 
by rectification or turning. In these cases it is preferable to use axis 
traction instead of ordinary forceps. He advises the use of calcium 
salts together with quinine and digitalis during the last month of ges- 
tation as a prophylactic for postpartum hemorrhage. (3) Proper asep- 
tic care of patients is most important. Postpartum hemorrhages are 
always serious. Aparre. 


Ritter: Why Prenatal Care? Journal of the Missouri State Medical 
Association, 1919, xvi, 359. 


Ferguson: A Plea for Better Obstetrics. (Canadian Medical Associa- 
tion Journal, 1920, x, 901. 


Gillespie: The Problem of Forceps Prehension in Obstetrics. Ohio State 
Medical Journal, 1920, xvi, 578. 


These three articles are good examples of timely propaganda for the 
improvement of obstetrical practice. Ritter estimates the number 
of uterine gestations in the United States at 2,650,000 per annum with 
15,000 maternal deaths and calls attention to the fact that ‘Sno satisfae- 
tory measures have been instituted whereby the enormous loss of fetal 
life in consequence of expulsion of the product of conception before 
Viability may be computed.’’ Together 150,000 stillbirths and 115,000 
neonatal deaths complete a known waste of life amounting to 280,000 
in the performance of what should be a physiologie function. 

The three authors put the onus of this loss of life on the teachers 
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and practitioners of obstetries. Ritter emphasizes the necessity of 
adequate preliminary examination and routine prenatal care; Gillespie 
criticizes the fearless and careless application of forceps; while Fer- 
guson forcibly calls attention to the inefficiency in the training and 
operative experience in the medical school curriculum coupled with 
‘*meddlesome midwifery’’ in practice. 

Accurate statistics of the incidence of abortion have never been com- 
piled in the United States. The mortality from postabortive sepsis 
is disguised wilfully or unwittingly on the death certificate. Despite 
the protests of obstetrical teachers that they have conscientiously 
taught proper prenatal examination and care and have written on 
the subject of obstetrical operative technic, eclampsia as yet cannot 
he classified as a preventable disease nor are birth injuries reduced in 
number except in a few of the well-conducted clinics in the larger 
centers of population. 

Two methods for the improvement of this situation are suggested: 
first, more time in the undergraduate medical course devoted to prac- 
tical obstetrics, or better, dividing the course in obstetrics into obliga- 
tory didactie courses for all students and elective practical courses for 
those students who may practice obstetrics; secondly, a special certifi- 
cate to be issued by the Licensing Boards subject to review at stated 
intervals and required for the practice of obstetries. 

A. N. CREADICK. 


Rucker: Obstetrics De Luxe. Virginia Medical Monthly, 1921, xlvii, 

477. 

The author discusses some of the more recent advances in obstetric 
practice, including prenatal care, morphin-scopolamin, nitrous oxide— 
oxygen, the work of Potter on podalie version, and that of Wright and 
Reed on the induction of labor at the end of pregnaney. 

Ile reports a series of 50 cases in which he administered morphin- 
scopolamin and induced labor at an appointed time. Forty-six cases 
were delivered by podalic version, one by midforceps and three were 
delivered spontaneously before preparations for operation could be 
completed. One (macerated) child was stillborn, and one child died 
on the first day from an enlarged thymus. There were no infections 
in the mothers. 

The best time for ending the pregnaney is determined by ‘‘careful 
history taking, accurate measurements and close observation of the 
patient in the last part of her pregnaney.”’’? Labor is induced by the 
introduction of a No. 4 or 5 Vorhees bag. 

The author concludes that by the methods described ‘you can ma- 
terially reduce the fetal mortality, lessen the likelihood of brain in- 
juries and, at the same time, make child-bearing more comfortable for 
both the mother and obstetrician.” Joun W. Harrts. 


Buchanan: Midwifery Mechanics. Indian Medical Gazette, 1920, lv, 
521, 401. 


Buchanan describes his methods of teaching to students the mecha- 
nism of labor by means of models, feeling that in this way the study 
can be made simple, easy and attractive. Ile considers the movements 
of the fetal head along three imaginary axes laying particular stress 
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on the **Pivot Points.’? One of these points is in the female pelvis at 
the pubic arch and the other in the fetus between the vertebral column 
and the head. His plates readily explain the normal as well as the 
abnormal mechanism. He brings out the fact that in our attempt 
to prevent rupture of the perineum we are endeavoring to get the 
two pivot points closely together. 

Buchanan feels that in the manner suggested by him the teaching of 
obstetrics could be simplified, especially in regard to pelvic measure- 
ments, positions and presentations, hemorrhage, version and forceps. 
He offers in his two papers a possible solution of the present difficulties 
before medical teachers since there seems to be a desire to lengthen 
the course in order to give a broader scope of the subject. He en- 
deavors to show that much might be done to make the subject of mid- 
wifery more easily and better understandable than the students have 
heretofore found it, emphasizing the value of models in this respect. 


F. J. Sousa. 


Herring: The Effect of Pregnancy Upon the Size and Weight of Some 
of the Organs of the Body. British Medical Journal, 1920, No. 3128, 
RS6. 


The observations of the author are made on the female albino rat. 
Ife observed nine pairs of experimentals with their controls. His con- 
clusions are as follows: In these experiments, pregnancy had little 
effect on the length or weight of the body, except that due to the uterus 
and its contents. The heart, kidneys, and spleen are little affected. 
The heart is not enlarged in pregnancy. The liver is greatly enlarged. 
The thymus undergoes rapid involution and is much diminished in size, 
There is slight hypertrophy of the suprarenals. The thyroids are di- 
minished in size. The weight of the pituitary body is lessened, but 
histologie changes in its glandular lobe can be noticed. 

I. L. Apaire. 


Berlin Letter: Relation of Number of Males to Females Born Since 
the War. Journal American Medical Association, 1921, Ixxvi, 394. 


The view is widespread that during a war and especially during 
the years following a war a great many more boys than girls are born. 
That the total number of boys born exceeds the total number of girls 
even under normal conditions is shown by the fact that in a series of 
61 million births in Europe the relation of the sexes was 106.5 boys 
to 100 girls. In this connection it is peculiarly interesting to note that 
also in animals, constant sexual differences in the birth rate have been 
noted. In cattle, to 100 females there are 107.3 males; in pigs, 111.8 
males; in pigeons, 115; in butterflies, 105 males. As to the relative 
birth rate during the war, statisticians have been endeavoring to de- 
termine just what actually did happen. Geheimrat Bela, formerly 
division superintendent in the Prussian bureau of statisties, on the basis 
of information furnished by the various statistical bureaus of Germany 
has reached the conclusion that there is no ground for the prevailing 
belief that in the births during the period from 1914 to 1917 there was 
an unusual preponderance of males over females. The relative pro- 
portion of the two sexes has not changed. In Prussia, during the 
years 1914-1917, the relation of males to females born was between 106 
and 107 to 100. 


| 
| 
| 


INDEX 


A 


Abdominal cesarean section, indications 
and prognosis, Abstracts, 403 
Abdominal section, the treatment of sup- 
purating wounds following, 88 
Abortion complicated by sepsis, the treat- 
ment of, George A, Peck, 679, 740 
Abortion, missed, J. E. Litzenberg, 475, 


Airams, 8. Entwining of umbilical 
cords in single amnion twin preg: 
nancy, 955 

Accidental hemorrhage, James K. Quig- 
ley, 372, 382 

Acidosis in operative surgery and_ its 
treatment by glucose and gum 
acacia given intravenously, Lilian 
KX. P. Farrar, 92 

Adair, F. L., The development of pre 
natal care and maternal welfare 
work in Paris under the Children’s 
jureau of the American Red 
Cross, 141, 200 

Adenoma hidradenoides tubulare  des- 
truens, on ease of, Emil 
Schwarz, 695 

Adenomyometritis, not adenomyoma of 
the uterus, L. W. Strong, 901 

Anesthesia, a new method of vesical, 
Henry D. Furniss, 398 

Anesthesia to surgery of the lower ab- 
domen, practical application of lo- 
cal, Robert E, Farr, 806 

Announcement, 1 


B 


Baleock, W. Wayne, Cholecystogastros- 
tomy and cholecystoduodenstomy, 


S54 
Backache. gynecologic, E. A. Bullard 


Bailey, Harold Cranial intra- 
cranial birth injuries, 52 
Bainbridge, William S., Benign mammary 
tumors and intestinal toxemia, 528 

saldwin, J. F., Some indications for hys 
terectomy, 609, 635 

Baughmann, G., A preliminary report on 
pyelitis in pregnancy, with report 
of cases, 436, 526 

eck, Alfred C., The advantages and dis- 
advantages of the two-flap incision 
cesarean section, with a report of 
eighty-three cases done hy fifteen 
operators, 586, 636 

Bigler, Lottie G., The problem of the 
expectant mother in rural commu- 
nities, 298 


Birth injuries, cranial and intracranial, 
Harold C, Bailey, 52 

Bladder, rupture of the, during labor, J. 
W. Poucher, 371, 382 

Blood transfusion, the use of, in obstet- 
rics and gynecology, H. C. Wil- 
liamson, 188 

sonifield, Charles L., Report of several 
cases of postoperative convales- 
cence complicated by faulty fune- 
tioning of the duetless glands, 
677, 742 

Pook reviews, Operative Gynecology, 
Harry S. Crossen, 1001 

sranham, Joseph H., Some interesting 
surgical conditions of the liver 
and biliary tract, 331, 375 

sroun, LeRoy, A case of large hematoma 
of the vulva following normal la- 
bor in a primipara, 750 

—. A polyeystic kidney of an atypical 
character, 868 

Brown, G. Van Amber, Reports of five 
cases of tumors of the pelvic or- 
gans, 726 

Malignant disease of the pelvic or- 

gans, 742 

Brown, Wm. M., Encephalitis complicat- 
ing pregnancy near term. Malig- 
nant disease of the cervix in a 
young primipara, 371, 582 

Bullard, E, A., Gynecologic backache, 717 

Byford, Henry T., A neglected form of 
cervical endometritis, 208 


C 

Cancer of the cervix, operation or ra- 
dium for operable?) William P. 
Graves, 122 

Cancer of the uterus in young women, 
Gordon Gibson, 273 

Cancer, some factors that determine tis- 
sue resistance to, James E. Davis, 
668, 743 

Cancer, an analysis of the failures in 
radium treatment of cervieal, F. J. 
Taussig, 113 

Cervix, border-line carcinoma of the, and 
its treatment, Edward A. Weiss, 
661, 735 

Cesarean section, James K, Quigley, 
382 


72. 

Cesarean section after a previous normal 
labor, delivery by, Edward C, 
Lyon, 746 

Cesarean section, double-flap, low, results, 
Thurston S. Welton, 350, 379 


| 
| 
| 
| 


1014 


Cesarean section, extraperitoneal, John 
A. MeGlinn, 45, 85 

Cesarean section, the advantages and dis 
advantages of the two-flap low 

with a report of eighty 
three cases done by fifteen opera 
tors, Alfred C, Beck, 586, 636 

Cesarean repeated, Paul Titus, 


incision 


section, 


SOD 
Chase, Herbert ©., Right tubal preg- 
nancy of the fourth month with 


rupture into the ceeum, 393 

Child, Charles G., Sterility in the female, 
A report of operative cures, 248, 
306 


Cholescystogastrostomy and cholecysto 
duodenostomy, W. Wayne Babcock, 


$54 
Chorea gravidarum, Grandison D, 
ton, 941 
Chorioepithelioma following 
mole, Pyron H, Goff, 619 
Clark, E, D., and Gabe, W. E., Fibroma 
of the ovary, 605, 632 


Roys 


hydatid 


Collective Reviews: 
Recent progress obstetrics and 


gynecology, Hugo Ehrenfest, 88 
prophylaxis and treatment of 
puerperal infeetions, Hugo Ehren- 
fest, 10% 
Recent literature on eclampsia, Hugo 
Khrenfest, 214 
Five year radium cures of cervical ean- 
cer, F. J. Taussig, 314 
views of primitive peoples con 
cerning menstruation, Jonathan 
Wright, 400 
Nitrous oxide-oxygen analgesia and 
anesthesia in normal labor and 
operative obstetrics, Hugo Ehren- 
fest, 535 
The ovary and its physiologic 
tions, S. S. Schochet, 643 
New outlooks in the radiotherany of 
fibroids and uterine hemorrhages, 
George Gellhorn, 767 
Views of primitive peoples concerning 
the puerperium, Jonathan Wright, 
R84 
Curettage, dangers of, Abstract, 541 


rhe 


rhe 


fune- 


D 
Darnall, Wm. 


through 
366, 381 

Davis, fk. P., Analgesia and anesthesia in 
labor, 64 

Davis, James E. factors that de- 
termine tissue resistance to cancer, 
668, 743 

DeLee, J. B., The prophylactic forceps 
operation, 34, 77 

Dermatitis (bullous) in a 
newborn infant, Magnus A. Tate, 
724, 744 


E., Hernia of the ileum 
a rent in the mesentery, 


Some 


grangrenosa 


INDEX 


Dickinson, R. 
can 


L., A program for Ameri- 
Gynecology, Presidential ad- 
dress, American Gynecological So- 
ciety, 2 
Artificial impregnation: Essays in 
tubal insemination, 255, 310 
DiPalma, S., Two of interstitial 
pregnancy, 745 
Dorman, F. A., A critical study of 270 
cases of dry labor, 595 


An 
analysis of 100 gynecologic cases, 
910 

Ductless glands, report of several cases 
of convalescence 
complicated by faulty functioning 
of the, Charles L. Bonifield, 677, 


742 


Dorsett, E. L., Secondary operations: 


postoperative 


E 


Eclampsia, recent literature on, Collect- 
ive review, Hugo Ehrenfest, 214 
Ectopic gestation, an analysis of fifty 
cases of, Hermann L. Grad, 360, 
394 
T. W., and Ley, Gordon, A demon- 
stration of certain transition 
stages from benign to malignant 
conditions in the ovary, the 
uterus, and the vulva, 11, 98 
Ehrenfest, Hugo, Nitrous oxide-oxygen 
analgesia and anesthesia in nor- 
mal labor and operative obstetrics, 
Collective review, 535 
Recent literature on eclampsia, Col- 
lective review, 214 
—. Recent in obstetries and 
gynecology, Collective review, 88 
—. The prophylaxis and treatment of 
puerperal infections, Collective re- 
view, 103 
Endocervicitis, chronic, William T. 
nedy, 929 
Endocrine influenee, mental and physical 
in women, J. FE. King, 341, 378 
Endometritis, a neglected form of cervi- 
eal, Henry svford, 208 
Extrauterine pregnancy, Abstracts, 


Eden, 


progress 


Ken- 


889 


Farr, Robert E., Practical application of 
local anesthesia to surgery of the 
lower abdomen, 806 

Farrar, Lilian K. P., Acidosis in op- 
erative surgery and its treatment 
by glucose and gum acacia given 
intravenously, 92 

Fetal deaths occurring in the service of 
the Woman’s Hospital of New 
York, a statistical study of, Har- 
old C. Ingraham, 821 

Fibroid tumors in women under forty 
years of age, myomectomy versus 
radium and x-ray in the treatment 
of, Hiram N. Vineberg, 751 


| &§ 


INDEX 


Fibroma of the ovary, Edmund D. Clark 
and William E, Gabe, 603, 632 

Fibromyoma of the uterus, and one case 
of carcinoma of the breast, x-ray 
changes in two cases of, R. E. 
Herendeen, 748 

Fistula, the operative technie employed 
in the closure of an extensive 
vesico-urethro-vaginal fistula, 
George Gray Ward, Jr., 310 

Fleming, Carter S., Large ovarian. eyst 
with twisted pedicle complicating 
pregnancy, 270 

Follow-up system for obstetrie patients, 
the importance of, Geo. W. Kos- 
mak, 155, 200 

Forceps operation, the prophylactic, Jos. 
B. DeLee, 54, 77 

Furniss, H. D., A new method of vesieal 
anesthesia, 398 


G 


Gellhorn, George, A method of covering 
raw surfaces upon the uterus, 262, 
310 

New outlooks in the radiotherapy of 
fibroids and uterine hemorrhage, 
Collective review, 767 

Gibson, Gordon, Cancer of the uterus in 

young women, 
—. Ruptured interstitial pregnancy, 386 
Glycosuria during pregnancy, Roland §. 
Cron, 276 

Goff, B. H., Chorioepithelioma following 
hydatid mole, with report of case, 
619 

Gonorrhea in the female, Abstraets, 650 

Goodman, S. J., The edueation of nurses 

for obstetric serviee, 823 

Grad, Hermann, A new method of sub- 
peritoneal shortening of the round 
ligaments of the uterus, 411, 530 

An analysis of fiftv cases of ectopic 

gestation, 360, 394 

Grattan, J, F., Pudenal hernia, operated 
by the abdominal route, 391 

Graves, W. P., Operation or radium for 
operable eases of eervieal eaneer? 
$22,. 395 

Gynecologic problems in industrial medi 
cine, Harry FE. Mock, 131, 200 

Gynecologie diagnosis, errors in, due to 
misplaced organs, Reuben Peter- 
son, 170, 211 


H 


Hadden, David, Congenital absence 
vagina and uterus, 732, 742 

Hawks, E. M., The ovary after hysteree- 
tomy for fibroids, 959 

Hematoma of the vulva following normal 
labor in a primipara, a case of 
large, LeRoy Broun, 750 

Hematuria in pregnancy, James K, Quig- 


ley, 372, 382 


of 


1015 


Hemoglobin after childbirth with special 
reference to the resumption of 
menstruation, a study of the, M. 
Pieree Rucker, 964 

Ilemorrhages into the pelvie cavity other 
than those of ectopic pregnancy, 
Richard R, Smith, 240, 302 

Herendeen, R. E., X-ray changes in two 
cases of fibromyoma of the uterus, 
and one case of carcinoma of the 
breast, 748 

Hermaphroditism, lateral partial glandu- 
lar, Charles W. Moots, 864 

Hernia, large mesocolic, simulating 
cholecystitis, Ingersoll Olmsted, 
733, 745 

Hernia of the ileum through a rent in 
the mesentery, Wm. Edgar Dar- 
nall, 366, 381 

Hernia, pudenal, operated by the ab- 
dominal route, James F. Grattan, 
39] 

Hewitt, H. W., The preparation of the 

skin for operation, with special 

reference to the use of picric acid, 

672, 739 

B. C., The equipment, the organi- 

zation, and the seope of teaching 

in the obstetrie department of a 

modern medieal school, 128 

Ifydatid mole, chorioepithelioma follow- 
ing, with report of case, Byron H. 
Goff, 619 

Hydatiform mole, lutein cysts accom- 
panying, W. A. Coventry, 266, 310 

Hyperemesis gravidarum, Edward Spei- 
del, 906 

Hysterectomy, some indications for, J. 
Baldwin, 609, 633 


Ilirst, 


I 


iil, Edward J., The Gehrung pessary for 
the relief of cystocele, 338, 377 

Impregnation, artificial: essays in tubal 
insemination, R. L. Dickinson, 255, 
310 

Ingraham, H. ©., A statistical study of 
fetal deaths oceurring in the serv- 
ice of the Woman’s Hospital of 
New York, 821 

Interstitial pregnaney, two cases of, 8. 
DiPalma, 745 

Interstitial pregnancy, ruptured, G, Gib- 
son, 386 


J 
Judd, Albert M., Sarcoma of the ovary, 
383 
K 


Kellogg, F. S., The unmarried mother he- 
fore and after confinement, 292 

Kennedy, W. T., Chronic endocervicitis, 
929 

Kidney, a polycystic, of an atypical char- 
acter, LeRoy Broun, 868 


| 
| 

| 


1016 INDEX 


King, J. E., Endocrine influence, mental 
and physical in women, 541, 378 

Kirchner, W. C. G., Sigmoidouterine fis 
tula, with report of a case, 860 

Kosmak, Geo. W., Splenic leucemia asso- 
ciated with pregnancy, 485, 521 

—. The importance of a follow-up sys 
tem for obstetric patients, 155, 
200 

Kuhn, O. E., A simple and practical ap- 
pliance for aseptic vaginal manip- 
ulations, 721 


L 


Labor, analgesia and anesthesia in 
ward P. Davis, 64 

Labor, dry, a critical study of 270 cases 
of, Franklin A. Dorman, 595 

Labor, induction of, at term, Charles B. 
Reed, 24, 72 

Labor, induction of; indications and 
methods, with special reference to 
the use of pituitary extract, B. P. 
Watson, 70 

LaVake, R. T;, Toxie vomiting in early 
pregnancy, 288 

Leighton, A. P., Jr., Luteum extract, 615, 


Leucemia, splenic, associated with preg 
nancy, Geo, W. Kosmak, 485, 521 
Leucorvhea, pathologic, and its” treat 
ment, Francis Reder, 710, 741 
Litzenberg, J. (., Microseonical studies 
of tubal pregnaney, 223, 302 
Missed abortion, 475, 522 
Liver and biliary tract, some interesting 
surgical conditions of the, Joseph 
H. Branham, 231, 375 
Liver, certain new conceptions of the re 
lation of the, to the problems of 
abdominal surgery, Geo. W. Crile, 
32 
Lyon, FE. C., Delivery by cesarean section 
after a previous normal labor, 746 


M 


MeClellan, B, J., Ovarian dermoid cysts; 
etiology, diagnosis and treatment, 
193, 526 

McDonald, A., Maternal welfare in rela 
tion to the prevention and early 
diagnosis of tuberculosis, 827 

MeGlinn, John Extraperitoneal ecesar 
ean section, 45, 85 

Mammary tumors, benign, and intestinal 
toxemia, W. Seaman Bainbridge, 
528 

Maternal welfare in relation to the pre 
vention and early diagnosis of tu 
herculosis, Archibald) MeDonald, 
827 

Mecker, H. D., Pseudocholeeystitis, 454, 
519 

Mendenhall, A. M., Opportunities for the 
study of advanced obstetrics, 849 


Mesenterie vessels, obstruction of the su- 
perior, from bands, with threat- 
ened gangrene of the greater part 
of the small intestine, James N. 
West, 516, 519 

Mock, H. E., Gynecologie problems in in- 
dustrial medicine, 131, 200 

Moots, C. W., Lateral partial glandular 
hermaphroditism, 864 

Morris, R. T., Where the rubber glove 
is behind the times, 334, 375 


N 
Necrology, Benjamin F. Baer, 546 
Matthew D. Mann, 782 

Newell, F. The treatment of preg- 
nancy and labor complicated by 
cardiac disease, 179 

Nitrous oxide-oxygen analgesia and anes- 
thesia in normal labor and opera- 
tive obstetrics, Collective Review, 
Hugo 535 

Norris, C. C., Ovary containing endome- 
trium, 831 

Nurses for obstetrie service, the eduea- 
tion of, S. J. Goodman, $23 


O 

Obstetrics, general problems, Abstracts, 
1003 

Obstetrics and gynecology, recent prog- 
ress in, Hugo Ehrenfest, 103 

Olmsted, I., Large mesocolie hernia sim 
ulating cholecystitis, 733, 745 

Ovarian cyst, large, with twisted pedicle, 
complicating pregnancy, 
Fleming, 270 

Ovarian dermoid cysts: etiology, diag- 
nosis and treatment, B. J. Me- 
Clellan, 493, 526 

Ovary after hysterectomy for fibroids, 
the, EK. M. Hawks, 959 

Ovary and its physiologic functions, Col 
lective review, S. S. Schochet, 643 

Ovary containing endometrium, Charles 
Norris, 851 

Ovary, sarcoma of the, Albert M. Judd, 

Ovary, the uterus, and the vulva, a dem 
onstration of certain transition 
stages from benign to malignant 
conditions in the, T. W. Eden and 
Gordon Ley, 11, 98 


P 

Peck, G. A., The treatment of abortion 
complicated by sepsis, 679, 740 

Pelvic organs, reports of five cases of tu- 
mors of the, Geo. Van Amber 
Brown, 726, 742 

Peritonitis of postabortal and postpartal 
origin, indieations for operation 
in spreading, J. O. Polak, 161 


| 

= 


INDEX 


Pessary, the status of intrauterine stem, 
based on a study of 205 cases, 
with end results in 117 cases, Reg- 
inald M. Rawls, 499, 531 
Peterson, Reuben, Errors in gynecologic 
diagnosis due to misplaced organs, 
170, 211 
Pfaff, O. G., An unusual abdominal cyst, 
367, 382 
Placentae, detachment of adherent, and 
delivery in abortion, C. E. Ruth, 
700, 745 
Polak, J. O., Indications for operation in 
spreading peritonitis of postabort- 
al and postpartal origin, 161 

Pathology of common puerperal le- 
sions, 547, 627 

Potter, Irving W., Version, 560, 629, 636 

Poucher, John W., Rupture of the blad- 
der during labor, 371, 382 

Pregnaney and labor complicated by ecar- 
diae disease, the treatment of, F. 
S. Newell, 179 

Pregnaney, encephalitis complicating, 
near term, W, M. Brown, 368, 382 

Pregnaney, microscopical studies of tu- 
bal, Jennings C. Litzenberg, 223, 
302 

Pregnancy, pyelitis in, Greer Baughmann, 
436, 526 

Pregnancy, right tubal, of the fourth 
month with rupture into the ce- 
cum, Herbert C. Chase, 393 

Pregnaney, toxic vomiting in early, R. 
T. LaVake, 288 

Prenatal care and maternal welfare work 
in Paris under the Children’s Bu- 


reau of the American Red Cross, | 


the development of, Frederick L. | 


Adair, 141, 200 


Presidential Address. A program for 
American gynecology, Robert L. 
Dickinson, 2 

l’rimitive views on menstruation, con- 


ception 
review, 


and puerperium, Collective 
Jonathan Wright, 400, 884 
Problem of the expectant mother in ru- 
ral communities, the, Lottie G. 
Bigler, 298 
Pscudocholecystitis, 
454, 519 
Puerperal infections, 
treatment of, H. 
lective review, 103 


Harold D. Meeker, 


prophylaxis and 
Ehrenfest, Col- 


Puerperal lesions, pathology of common, | 


J, O. Polak, 547, 627 
I’velitis in pregnancy, a preliminary re 


port on, Greer Baughmann, 456, 
526 
Q 
Quigley, J. K., Accidental hemorrhage. 


section. Hematuria in 


pregnancy, 372, 582 


Cesarean 


1017 

R 
Radiotherapy of fibroids and _ uterine 
hemorrhages, Collective review, 


George Gellhorn, 767 

Radium, an analysis of two hundred 
gynecologic cases treated with, W. 
E. Titus, 685, 750 

Radium cures of cervical cancer, Col- 
lective review, F. J. Taussig, 314 

Radium therapy, symposium on, (Amer- 
ican Gynecological Society), 195 

Rawls, Reginald M., The status of in- 

trauterine stem pessary based on 

a study of 205 cases with end re- 

sults in 117 cases, 499, 531 

Francis, Pathologie leucorrhea 

and its treatment, 710, 741 

Reed, C. B., The induction of labor at 
term, 24, 72 

Research, topies for, in the domain of 
obstetrics and gynecology, C. N. 
Curtis and Geo. W. Kosmak, 759 

Roentgenography obstetrics, Ab- 
stracts, 318 

Round ligaments, a new method of sub- 
peritoneal shortening of the, Her- 
mann Grad, 411, 530 

Royston, Grandison D., Chorea gravidar- 
um, 941 

Rubber glove, where the, is behind the 
times, Robert T. Morris, 334, 375 

Rucker, M. Pierce, A study of the hemo- 
globin after childbirth with spe- 
cial reference to the resumption 
of menstruation, 964 

—, Potter version, The elimination of 
the second stage of labor, 574 


Schochet, 8. S., The ovary and its physio- 
logic functions, Collective review, 
643 
Schwarz, Emil, On a case of adenoma hi- 
dradenoides tubulare  destruens, 
695 
Schwarz, O. H., 
794 
Secondary operations: an analysis of 100 
gynecologic cases, Edward L. Dor- 
sett, 910 
Sclected abstracts 
ture: 
The bacteriology and chemistry of the 
vagina, 109 
Urinary bladder after operations, 219 
The value of roentgenography in  ob- 
stetries, 318 
Indications and prognosis of abdominal 
cesarean section, 409 
The dangers of curettage, 541 
Gonorrhea in the female, 650 
Mechanism and management 
stage of labor, 775 
Extrauterine pregnancy, 889 
General problems of obstetrics, 1003 


Reder, 


Submucous adenomyoma, 


from Current Litera- 


of third 


| 


1018 INDEX 


Sigmoidouterine fistula, with report of a 
case, C. G, Kirchner, 860 
Skin, the preparation of the, for opera- 
tion, with special reference to the 
use of picric acid, H. W. Hewitt, 
672, 739 
Smead, Lewis F., Thrombophlebitis dur- 
ing the puerperium following in- 
fluenza, with a report of cases, 
447, 524 
Smith, R. R., Hemorrhages into the pelvic 
cavity other than those of ectopic 
pregnaney, 240, 302 
Society Transactions: American Gyn- 
ecological Society, Forty-fifth an- 
nual meeting, June, 1920, pp. 64, 
195, 302 
American Association of Obstetricians, 
Gynecologists, and Abdominal Sur- 
geons. Thirty-third annual meet- 
ing, September, 1920, pp. 375, 519, 
627, 735, 873 
New York Academy of Medicine, See- 
tion on Obstetries and Gynecology. 
Meeting of October, 1920, p. 391; 
Mecting of November, 1920,  p. 
745; Meeting of December, 1920, 
p. 973 
Obstetrical Society of Philadelphia; 
Meeting of November, 1920,  p. 
636; December, 1920, p. 881. 
New York Obstetrical Society. Meet- 
ings of October, 1920, p. 3585; 
November, 1920, p, 530; Decem- 
her, 1920, p. 873; January, 1921, 
p. 982 
Joint meeting, American Gynecological 
Society and the Chicago Gynecolog 
ical Society, p. 200 
Speidel, Edward, Hyperemesis gravidar- 
um, 906 
Sterilization in association with various 
obstetrical procedures, the problem 
of effecting, J. W. Williams, 783 
Sterility in the female with a report of 
operative cures, Charles G, Child, 
Jr., 248, 306 
Strong, L. W., Adenomyometritis not 
adenomyoma of the uterus, 901 
Vaginal eysts, 357, 385 
Study of advanced obstetrics, opportuni- 
ties for the, A. M. Mendenhall, 
849 
Submucous adenomyoma, O. H, Schwarz, 
794 
T 
Tate, Magnus A., Dermatitis gangrenosa 
(bullous) in a newborn infant, 
724, 744 
Taussig, F. J., An analysis of the fail 
ures in radium treatment of cer- 
Vieal caneer, 115, 195 
—. Five year radium cures of cervical 
eaneer, Collective review, 514 


Teaching in the obstetric department of 
a modern medical school, the 
equipment, the organization, and 
the scope of, B. C. Hirst, 128 

Third stage of labor, mechanism and 
management of, Abstracts, 775 

Thrombophlebitis during the puerperium 
following influenza, with a report 
of cases, Lewis F. Smead, 477, 
524 

Titus, Kk. W., An analysis of two hun- 
dred gynecologic cases treated 
with radium at the Woman’s Hos- 
pital in the State of New York, 
685, 750 

Titus, Paul, Repeated cesarean section, 
855 

Tovey, David W., The female pelvic ure- 
ter, 706, 741 


U 


Umbilical cords, entwining of, in single 
amnion twin pregnancy, Samuel 
Abrams, 955 

Unmarried mother before and after con- 
finement, the, Foster S. Kellogg, 
292 

Ureter, the female pelvic, David W. 
Tovey, 706, 741 

Urinary bladder after operations, Ab- 
stracts, 219 

Uterus, a method of covering raw. sur- 
faces upon the, Geo, Gellhorn, 262, 
310 


Vagina, bacteriology and chemistry of, 
Abstracts, 109 
Vagina and uterus, congenital absenee 
of, David Hadden, 732, 742 
Vaginal cysts, L. W. Strong, 357, 385 
Vaginal manipulations, a simple and 
practical appliance for aseptic, 
Orta Kuhn, 721 
Version, Potter, The elimination of the 
second stage of labor, M. Pierce 
Rucker, 574 
Version, Irving W. Potter, 560, 629, 636 
Vineberg, H. N., Myomectomy versus 
radium and x-ray in the treatment 
of fibroid tumors in women under 
forty years of age, 751 


W 


Ward, George G. Jr., The operative tech- 
nic employed in the closure of an 
extensive vesico-urethro-vaginal 
fistula, 510 

Wassermann reaction, the value of, in ob 
stetrics, based upon the study of 
4547 eonseeutive observations, J. 


W. Williams, 80 


| 
| 
| 


INDEX 1019 


Watkins, T. J., The treatment of sup- 
purating wounds following abdom- 
inal section, 88 

Watson, B. P., Induction of labor; indi- 
cations and methods, with special 
reference to the use of pituitary 
extract, 70 

Weiss, Edward A., Border-line carcinoma 
of the cervix and its treatment, 
661, 735 

Welton, T. 8., Double flap low cesarean 
section results, 350, 379 

West, James N., Obstruction of the su- 
perior mesenteric vessels from 
hands, with threatened gangrene 
of the greater part of the small 
intestine, 516, 519 


Williams, J. Whitridge, The problem of 
effecting sterilization in associa- 
tion with various obstetrical pro- 
cedures, 783 

—. The value of the Wassermann re- 
action in obstetrics based upon 
the study of 4547 consecutive ob- 
servations, 80 

Williamson, H. ©€., The use of blood 
transfusion obstetrics and 
gynecology, 188 

Wright, Jonathan, The views of primi- 
tive peoples concerning menstrua- 
tion, conception and the puerpe- 
rium, Collective reviews, 400, 884 


| 
| 

| 

| 

| 

| 

| 

| 


THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


The American Journal 
of Obstetrics and Gynecology 
GEORGE W. KOSMAK, M_.D., Editor HUGO EHRENFEST, M.D., Associate Editor 


Published by Tue C. V. Mossy Company, 509 North Grand Ave., St. Louis, Mo. 


Published Monthly. Subscriptions may begin at any time. 


Editorial Communications 


Original Contributions.—Contributions, letters, books for review, and all other com- 
munications relating to the editorial management of the Journal should be sent to Dr. George 
W. Kosmak, 23 East 93d Street, New York. 

All articles published in this Journal must be contributed to it exclusively. If subse- 
quently printed elsewhere (except in a volume of Society Transactions) due credit shall be 
given for original publication. ‘The editor relics on all contributors conforming strictly to 
this rule. 

Neither the editor nor the publisher accepts responsibility for the views and _state- 
ments of authors as published in their “Original Communications.” 

Translations.—The Journal will be pleased to receive, and to translate contributions by 
Continental authors if on examination they prove desirable. 

Illustrations.—A reasonable number of halftone reproductions will be supplied free of 
cost to the author, but special arrangements must be made with the editor for color plates, 
elaborate tables or extra illustrations. Copy for zinc cuts (such as pen drawings and charts) 
should be drawn and lettered only in India ink, or black typewriter ribbon (when the type- 
writer is used), as ordinary blue ink or colors will not reproduce. Only good photographic 
prints or drawings should be supplied for halftone work. 

Exchanges.—Contributions, letters, exchanges, reprints, and all other communications 
relating to the Abstract Department of the Journal should be sent to Dr. Hugo Ehrenfest, 713 
Metropolitan Building, St. Louis, Mo. Writers on gynecological subjects are requested to 
place this address on their regular mailing list for reprints. 

Reprints.—Reprints of articles published among “Original Communications,” may be 
ordered specifically, in a separate communication to the Publishers, The C. V. Mosby Co., 
509 North Grand Ave., St. Louis, U. S. A., who will send their schedule of prices, 

Review of Books.—lDublishers and Authors are informed that the space of the Journal 
is so fully occupied by matter pertaining to the branches to which it is devoted, that only 
works treating of these subjects can be noticed. Books and monographs, native and foreign, 
on Obstetrics, Gynecology and Abdominal Surgery will be reviewed according to their merits, 
and space at disposal. 

Business Communications 


Business Communications.—All communications in regard to advertising, subscriptions, 
change of address, etc., should be addressed to the publishers, The C. V. Mosby Company, 509 
North Grand Ave., St. Louis, Mo. 

Subscription Rates.—Single copies, 75c. To anywhere in United States, Cuba, Porto 
Rico, Canal Zone, Mexico, Hawaii and Philippine Islands, $6.00 per year in advance. ‘To 
Canada and under foreign postage, $6.40. Volume begins with October. 

Remittances.—Remittances for subscriptions should be made by check, draft, postoffice or 
express money order, or registered letter, payable to the publishers, The C. V. Mosby Co. 

Change of Address.-—The publishers should be advised of change of subscriber’s ad- 
dress about fifteen days before the date of issue, with both new and old addresses given. 

Nonreceipt of Copies.—Complaints for nonreceipt of copies or requests for extra numbers 
must be received on or before the fifteenth of the month of publication; otherwise the supply 
is apt to be exhausted. 

Advertisements.—The advertising policy of the Journal will conform to the standards set 
by the Council of Pharmacy and Chemistry of the American Medical Association. Only articles 
of known scientific value will be given space. Forms close first of month preceding date of 
issue. Advertising rates and page sizes on application. 


| 
| 
| 


ADVERTISEMENTS 1 


Vitamines for the Sick 
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derived from several natural sources is now 
available for therapeutic administration under 


the name of METAGEN. 


The presence and activity of the following vitamines in Metagen 
is determined by physiologic tests on animals: 


Vitamine A-—the fat-soluble vitamine nor- 
mally present in milk, butter, cod-liver oil and 
certain plants. 


Vitamine B-—a water-soluble vitamine found 
abundantly in yeast, nuts and the pericarp and 
germ of grains. 


Vitamine C~ the water-soluble vitamine of 
citrus fruits and certain vegetables. 


Parke, Davis @ Company 


Prescribe it in all cases of vitamine de- 50 CaPsuies 
ficiency—rickets, scurvy, malnutrition, 


marasmus and other disorders of meta- 


bolism and _ nutrition. de 

It is a valuable adjuvant in the dietetic j 

treatment of tuberculosis, anemia, and the | | 

asthenia incident to the convalescence | 
. . 

from acute infections. 

Metagen is supplied in 5-grain capsules— 

bottles of fifty. 

The dose for an adult is one to two cap- 

sules three times a day. Children require ae 


less in proportion to their age. 


Literature to physicians on request. 
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PELVIC NEOPLASMS 
By Frank W. Lynch, M.D. 
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Department of Gynecology, Uni 
versity of California. 
TOXEMIAS OF PREGNANCY 
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Professor of Gynecology and Ob 
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STERILITY AND CONCEP- 
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Professor of Gynecology, New 
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GYNECOLOGICAL AND OB- 
STETRICAL PATHOLOGY 
By Robert T. Frank, M.D. 


Formerly of Mt. Sinai Hospital, 
New York. 


The immediate suecess of this work is a splendid 
testimonial of its merit. The sale in the first months 
of its publication may well be regarded as phe- 
nomenal, Kach volume deals with a specific prob- 
lem—a live subject and treats it in detail. In the 
preparation of the series the idea uppermost in 
the minds of the publishers was to provide a means 
whereby the general practitioner might enjoy the 
results of the actual experience and_ practical 
methods of men who are regarded as dominant 
forces in progressive American thought and opin- 
ion, They will prove an invaluable aid to the 
progressive specialist in this particular field by 
keeping him informed of the latest developments 
in gynecology and obstetrics. The possession of the 
monographs means having the consultant on the 
hook shelf, and what is more the consultant is al- 


ways ready to give you the very best. 


SOLD ONLY IN SETS 


& Company, 
35 West 32nd Street, 


New York. 

Please enter my order for one set of Gynecological and 
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It Is Vital for You to Know 


All that is happening in the medical world 
—at home and abroad—as soon as recorded 


But You Have Not the Time 


to read through all of the monthly journals, 
nor do you subscribe to more than a few, 


Therefore, 


THE LIBRARY DEPARTMENT OF THE AMERICAN INSTITUTE OF 
MEDICINE prepares your reading for you by Indexing and Abstracting 
every medical journal of importance that is published in the United States, 
Canada, Great Britain, France, Italy, Spain, Germany, Russia and the 
Scandinavian countries. Every important article that finds its way into 
print is carefully indexed and grouped according to medical subject, and 
then is comprehensively abstracted under careful supervision. 


AN EFFICIENT EDITORIAL STAFF AND CORPS OF EXPERI- 
ENCED ASSISTANTS composed of abstractors, technical translators 
and indexers are doing organized work in the sole interests of busy prac- 
titioners. Because the Abstracts are arranged in special sections, the 
World’s current medical literature comes to hand divisionally segregated 
and each physician’s reading is thereby made systematic and time-saving. 
He may be supplied with the complete survey or with selected sections of 


it, as desired. 
¢ 
Specimen Index and Abstracts we 
Mailed on Request 


stitute of 
Medicine, 
13 East 47th 
St., 
New York City 


American Institute 


o @ information about 
the service rendered 
¢ 34 by your Library De- 
of M ed 1 C 1 Nn ve partment and include 
Pa specimen index and 
abstracts. 
13 East 47th Street— New York 
< 
Te 
Ncte: Spzcially interested 
¢ (A.J.O.&G, 6-21) (Mention Specialty) 
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his faithful co-operation in 


MALIGNANT THERAPY 
by means of 


RADIUM AND ROENTGEN RAY 
ELECTRICITY AND SURGERY 


1020 Rialto Bldg. Ninth and Grand Ave. 


Kansas City, Missouri 


THE 


FRANK EDW. SIMPSON 
RADIUM INSTITUTE 


1604 Mallers Bldg. 59 East Madison St. 
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Telephone Randolph 5794 
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Dr. 


Frank Epw. Simpson 


Director 


COUNCIL 


Dr. E. C. DuDLEY Dr. O. T. FREER 
Dr. G. F. SUKER Dr. L. E. Scumipt 


We desire to confer and cooperate with 
physicians and surgeons, assuring them ade- 
quate amounts of Radium or Radium Ema- 
nation to meet the requirements of patients 
referred to us. 


Your inquiry or request for specific infor- 
mation on any point will be welcome. 
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RADIUM 
SERVICE 


The Physicians Radium Association 
of Chicago, (Inc.) 


Established to make Radium more available 


for approved therapeutic purposes in 
the Middle States. 


Has the large and complete equipment 
needed to meet the special requirements 
of any case in which Radium Therapy 
is indicated. Radium furnished to phy- 
sicians, or treatments referred to us, 
given here, if preferred. 


Moderate rental fees charged. 


The Physicians Radium Association 


1104 Tower Building 6 N. Michigan Avenue 
CHICAGO 


Manager: William L. Brown, M.D. 
Board of Directors: William L. Baum, M.D.; 
N.Sproat Heaney, M.D.; Thomas J. Watkins,M.D.; 
Frederick Menge, M.D. 
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RADIUM 
LABORATORY 


Wall Building, 
N.W. Corner Vandeventer and Olive, 


ST. LOUIS, MO. 


Radium for the treatment of 
those conditions in which 
radium is indicated. 


For particulars address 
JOHN S. KIMBROUGH, M.D. 


Medical Director 
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VISIT OUR EXHIBITS 
Booth 63, A.M. A., Boston, June 6th-10th 


Glandular Insufficiency 


and you desire to be assured of high quality, reliable endocrine products 


Specify WILSON’S 


If Your Patients Suffer from 


Ovary Suprarenal Brain Placenta 
Thyroid Corpus Luteum Orchic Spinal Cord 
Pituitary Thymus Mammary Duodenum 


Supplied in Powder, Tablets, Capsules, Singly or in Combination. 


The quality of the product can be no better than the soundness of the raw material. 


You realize the importance of having prescriptions filled with desiccated substance 
obtained from absolutely fresh, sound glands. 


As a subsidiary of Wilson & Co., Packers, we have the distinct advantage of a direct 
supply of fresh glands. 
Prepared from Abattoir to finished Package. 


/ 
THE WILSON LABORATORIES 


4231 South Western Boulevard, Chicago, III. 


Manufacturers of Standardized Animal Derivatives, Ligatures and Digestive Ferments. 


“Thib mark 


May we place you on our mailing list for ‘‘The Autacoid and Suture,’ 


our house journal devoted to Glandular Therapy? Write for Catalog 
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The PROBLEM of a Sharp Scalpel has been SOLVED 
by the Bard-Parker Operating Knife. 
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For illustrated circular, ask 
your dealer, or write us. 


Solid Handle. 


No. 22 No. 4 
Blade Handle 
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Additional blades, per package of 6, $0.75 


BARD-PARKER COMPANY, Inc., New York. 
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MATERNITY HOSPITAL OF 
CLEVELAND 


Reorganization of Training School 
OUTLINE OF COURSE 
Preliminary Course at Maternity Hos- 


Affiliation with City Hospital as Fol- 

lows: 
Eye, Ear, Nose, Throat, Tuberculosis, 

and 6 months 
Maternity Hospital—Last 8 months 
Laboratories, 1 month 


ALLOWANCE 
tooks, uniforms and maintenance throughout by 
Maternity Hospital. $10 per month during two 
years at City Hospital. Not less than three weeks 
vacation granted each year. 
2—An exceptional course in Obstetrical Nursing 
is offered to pupils from schools that have a lim- 
ited or no Obstetrical Clinic. 
3—A post graduate course of four months is of- 
fered to graduate nurses of schools in good stand- 
ing. Maintenance and an allowance of $12.60 
per month. 
Two scholarships available each year. 
Calvina MacDonald, 
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ANNOUNCEMENT 


The International Operating Table 
and Mfg. Co., of Kansas City, Mo., 
take this opportunity of calling the 
attention of the Medical profession 
of the United States to their ““Wa- 
tertight’’ Sanitary Vaginal Syringe. 
The basic principle of this syringe 
is the rubber inflatable ring which 
grasps the vagi- 
nal sphinéers 
between _ itself 
and the bell 
shaped end of 
the syringe, 

\ thus sealing the 
HAND BULB) vagina, making 


FORINFLATING it water tight, 


enabling the 
vagina to be 
ballooned with 

NFLATABLE water or any 
RUBBER RING medicinal solu- 


tion. A douche 
can be taken ly- 
ing down with- 
out a Kelly pad 
or douche pan. 

H O T 


DOUCHE 
can be taken of 
as long dura- 
tion as desired. It is an ideal method of using medicinal 
solutions for such affections as Leucorrhea-t rosions- 
Ulcerations-Gonorrhea, etc. Attention is called to the 
illustration. Made up in small size it becomes a rectal 
syringe. We feel sure this improved device will meet 
with the approval of the Medical profession. 
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The International Operating Table and Manufacturing Co. 
3209 Oak St. Kansas City, Mo. 
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Pituitary Liquid 
is the perfect preparation of 
Posterior Pituitary active prin- 
ciple. It, too, is without pre- 
servatives— 14 c. c. obstetri- 
cal, 1 c. c. surgical. 

Corpus Luteum 

(Armour) 

is true substance and will give 
results. Powder 2 and 5 gr. 
capsules and 2 and 5 gr. tab- 
lets. 


Surgical Catgut Ligatures 


Plain and chromic, regular 
(60 inch) emergency (20 inch) 
lodized (60 inch) 


Strong and sterile. 


LABORATORY 


An Incomparable Product 


The Suprarenalin preparations 
are now available. 


Suprarenalin Powder - - - 1 grain vials 
Suprarenalin Solution, 1:1000 - 1 oz. bottles 
Suprarenalin Ointment, 1:1000 - - tubes 


Suprarenalin designates the astringent, hem- 
ostatic and pressor principle of the Suprare- 
nal Gland as isolated by the Armour chemists. 


Suprarenalin Solution is the incomparable 
preparation of the kind. It is water-white, 
stable and non-irritating and is entirely free 
from chemical preservatives. 


Suprarenalin ointment is bland 


and its effects very lasting. 


ARMOUR COMPANY 


CHICAGO 


Sherman’s Polyvalent Vaccines 


Gynecological 
bacterial flora— 


lus vroups. 


and Obstetrical practice records the presence of 


streptococcus, pheumococeus, colon bacil- 


These germs are liable to develop serious infections. Due to their 
virulence they often break down the resistance of the patient, espe 
cially so if the resistance is inadequate at the inception of the 


MACTERIAL VACCIN, 
Bacillus By 


Aureus 
cus Albus 
~ Ble * 

SHERMAN’S 


SHERMAN’S 


10 mil. Container 


infection. 

SHERMAN’S POLYVALENT VACCINES rap- 
idly stimulate the metabolism and defensive mech- 
anism of the body with a resultant prompt recov- 
ery in acute infections, 

Given early, bacterial vaccines almost invariably 
cut short infections common in gynecological and 
obstetrical practice, 

Administered in advance cases, they usually 
amcliorate or abbreviate the course of the disease, 

ven when used as a last desperate expedient, 
they often reverse unfavorable prognoses, 


Bacteriological Laboratories of 


G. H. SHERMAN, M.D. 
DETROIT, U. S. A. 


‘*Largest Producers of Stock and Autogenous Vaccines. 
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New Edition—Revised and Enlarged 


In a review of the first edition 
The New York Medical Journal said: 


“Rose has struck a new note in his presentation which should 
prove most helpful to the student and physician. It consists in 
the placing of physical diagnosis clearly and admittedly on the 
basis of the anatomy of the part or organ to be considered. Be- 
fore discussing the physical signs of the respiratory tract, for 
example, he gives a brief and clear review of the clinical. anat- 
omy of the organs and their relations to the surface of the 
chest. Next he takes up a discussion of the various normal and 
abnormal physical signs themselves, and last he discusses the 
several diseases of the organs with reference to the physical signs 
which each produces. This plan is followed throughout the book 
as far as possible, and does much to make the matter of physical 
diagnosis clear and more readily understood, as well as making for 
greater. facility in correlating the signs found with their probable 
cause. Aside from this excellent plan of presentation, the book . 
can be recommended as well written, well illustrated, and thorough. 
One who is seeking: a practical work on physical diagnosis would 
not make a mistake if he chose this book) by Rose in preference to 
several of the old and better known volumes,” : 


Physical Diagnosis 


@ This book presents physical diagnosis from a new viewpoint. To properly inter- 
pret physical signs in healthy and diseased organs, it is necessary to know the clin- 
ical anatomy and clinical pathology of these organs. One cannot become an accurate 
diagnostician unless this interrelationship is known and understood, 


@ The author of this book has taken into account the necessity of knowing the 
clinieal anatomy of an organ and the pathological changes brought on-in it by dis- 


ease, when this organ is undergoing a physical examination, 


@ The first edition proved very popular with the medical profession, This new 
second edition-has been completely revised, almost entirely rewritten, with prac- 
tically all new illustrations, and now incorporates the last word on physical diagnosis. 
The best methods in America and Europe have been given. You will like this book, 
because it is entirely different from other books on the subject. 


By W. D. Rose, M.D., Leeturer on Physical Diagnosis and Associate Professor of 
Medicine in the Medieal Department of the University of Arkansas. Second revised, 
enlarged édition. 736 pages, with 309 illustrations, Price, silk cloth binding. . $8.50. 


QaF-Order your copy Today through your Bookseller, or direct from the Publisher. 


C. V. Mosby Co.—Publishers—St. Louis. U.S. A. 
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